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Mandelamine is effective against almost all strains 
of bacteria found in urinary tract infections—even 
those resistant to antibiotics and sulfonamides. 
Mandelamine won't sensitize patients . . . no 
resistant strains develop ... side effects are 
minimal. And Mandelamine is priced at just a 
fraction of the cost of other antibacterial agents! 


Available: In 0.25 Gm. tablets, 0.5 Hafgrams® 
and pleasantly flavored Mandelamine Suspension 
for children. 

Dosage: Adults require an initial daily dose of 4 
to 6 Gm. Children need as little as 1 Gm. daily. 
(Mandelamine Discs, for quick identification of 
Mandelamine-sensitive bacteria, available from 
your laboratory supply house.) 


Nepera Laboratories, Morris Plains, N. J. 
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safe and effective for chronic urinary tract infections meners 
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A “sense of well-being” is an added 
benefit in “Premarin” therapy 


| 


Every woman who suffers in the menopause deserves “Premarin,” 
widely used natural, oral estrogen. 


“Premarin” produces prompt symptomatic relief and a gratifying 
“sense of well-being. “Premarin” presents the complete equine 
estrogen-complex. Has no odor, imparts no odor. 


"PREMARIN": 


«Conjugated estrogens (equine) 


in the menopause and 
the pre- and postmenopausal syndrome 


5642 ora Ayerst Laboratories * New York, N.Y. * Montreal, Canada 
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A COMPLETE SYSTEMIC HEMOSTAT 


Adrestat complements surgical skill with fragility; prevents delayed clotting time and 
effective hemostasis. It promotes retraction bleeding due to hypoprothrombinemia. Ye! 
of severed capillary ends and reduces capil- Adrestat has no effect on the normal cor- 
lary bleeding and oozing; prevents or cor-_ stituents and process of blood clotting. 
rects abnormal capillary permeability and 


AVAILABLE IN THREE DOSAGE FORMS: 


ADRESTAT Capsules and Lozenges for pre- and post-operative use, each containing: 
Adrenochrome Semicarbazone, 2.5 mg. (present as Carbazochrome Salicylate*, 65.0 mg.); 
Sodium Menadiol Diphosphate (Vitamin K Analogue), 5.0 mg.; Hesperidin, Purified, 50.0 mg.; uilieted 
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* Acute and chronic 


nonspecific 
proctitis 
NEW... 
for advanced * Radiation 
roctiti 
management 
of inflammatory © Proctitis 
anorectal disorders accompanying 
ulcerative 


colitis 


Medication 
proctitis 


WYANOIDS HC 


Rectal Suppositories with Hydrocortisone, 


Acute 
internal 
hemorrhoids 


Cryptitis 


hydrocortisone to reduce 
inflammation and edema... Postoperative 


plus the WYANOIDS sear tissue 
with 
formula to relieve itching, : 
inflammatory 


burning, soreness, pain reaction 


Composition: Each suppository contains hydrocor- 
tisone (as acetate), 10 mg.; extract belladonna, ® Internal 
0.5% (equiv. total alkaloids, 0.0063%); ephedrine 1 

sulfate, 0.1%; zinc oxide, boric acid, bismuth oxyi- ana ’ 
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“A GOOD PRESENT DAY ALL-PURPOSE DIGITALIS...GITALIGIN 
A PREPARATION WHICH HAS A WIDER MARGIN OF SAFETY... 
VISUAL HEART CLINIC—ONE OF A SERIES 


RHEUMATIC HEART DISEASE ¢ MITRAL STENOSIS AND INSUFFICIENCY 


ROENTGEN CONFIGURATION—Postero-anterior examination—moderate heart 
enlargement—right ventricular enlargement—prominence of pulmonary artery segment. 
Taken from White Laboratories’ Technical Exhibit, American Medical Association 105th Annual Meeting, Chicago, June 11-15, 1956. 


Every year since 1950 when Batter- Widest safety margin of any 
man, et al. published the results of | currently available digitalis gly- 
their study of 230 cardiac patients,  coside (average therapeutic dose 
clinical evidence has repeatedly only 1/3 the toxic dose; in con- 
confirmed the therapeutic advan- _ trast, therapeutic doses of other 
tages of GITALIGIN. preparations are approximately 


For initial digitalization and main- _ 2/8 toxie dose) 

tenance, GITALIGIN has proved to (2) Uniform clinical potency 
be the “digitalis of choice” for these (3) Moderate rate of dissipation 
significant reasons: (4) Short latent period 


Patients now being maintained with other cardiotonics can be easily switched to GI TALIGI N: 
0.5 mg. of GITALIGIN is approximately equivalent to 0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 


GITALIGIN 


(WHITE'S BRAND OF AMORPHOUS GITALIN) 


TABLETS— BOTTLES OF 30, 100, AND 1000 DROPS— 30 CC. BOTTLES WITH DROPPER CALIBRATED 


FOR 0.05, 0.1, 0.2, 0.3, 0.4 AND O.5 MG. 
INJECTION—S CC. AMPULS CONTAINING 2.5 MG. (o.s MG. PER cc.) OF GITALIGIN, PACKAGES OF 3 AND 12 AMPULS. 


*EMRLICH, J.C: ARIZ 12:239 1955. 
White Laboratories, Inc. Kenilworth, New Jersey 
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Pathology 
Joun R. 
Pathology, U 


<EN, M.D., Professor of 
rsity of Nebraska. 


Pediatrics 
James Marvin Baty, M.D., Physician- 
in-Chief, Boston Floating Hospital. 


Plastic Surgery 

Neat Owens, M.D., The Owens Clinic, 
New Orleans, Clinical Professor of Sur- 
gery, Tulane University School of Medi- 
cine. 


Psychiatry 

Wittram C. Mennincer, M.D., Professor 
of Psychiatry and General Secretary, 
Menninger Foundation School of Psy- 
chiatry. 


Public Health and 

Preventive Medicine 

Herman E. M.D., Commis- 
sioner of Health, State of New York.: 


Radiology 
Maxwe H. Poppet, M.D., Director of 
Radiology, Bellevue Hospital Center. 


Rehabilitation and 
Physical Medicine 


Sevcwick Meap, M.D., California Re- 


habilitation Center, Vallejo. 
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specify the buffered “predni-steroids” 
to minimize gastric distress 


combined steroid-antacid therapy... 


‘Co-Deltra’ or ‘Co-Hy- 


® 
deltra’ provides all the 
benefits of ‘‘predni-ster- . 
oid” therapy and mini- 
mizes the likelihood of Compressed 


gastric distress which (Prednisone buffered) 
might otherwise impede 


therapy. They provide ‘ ® 
easier breathing—and 
smoother control—in 
bronchial asthma or 
stubborn respiratory al- 
lergies. (Prednisolone buttered) 


suppLieD: Multiple Com- 
pressed Tablets ‘Co-Del- hydroxide get 
tra’ or ‘Co-Hydeltra’ in uQo 
bottles of 30, 100, and 500. 
MERCK SHARP & DOHME 


*CO-DELTRA’ and ‘CO-HYDELTRA‘’ are DIVISION OF MERCK & CO., INC. 
registered trademarks of MERCK & Co., INC. PHILADELPHIA 1, PA. 
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Viewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., 
of Radiology, New York University College of Medicine 
and Director of Radiology, Bellevue Hospital Center 


What Is 
Your Diagnosis? 


1. Tuberculosis 
2. Sarcoid 


3. Lymphoma 


(Answer on page 178) 
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Outstanding benefits in therapy established ACHROMYCIN 
Tetracycline in the treatment of more than 50 different 
infections. 


Now, new, rapid-acting ACHROMYCIN V Capsules offer — “ 
more patients consistently high blood levels with the same 9 * ' 


Ve 


o 


broad anti-infective spectrum of the pure unaltered crystal- 
line tetracycline HCI molecule of ACHROMYCIN, same low 
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65 
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offer 
same 
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low 


(Answers on page 1|78) 


ACROSS 


Palm of =. hand or 


sole of the foot 


5. Was in debt 


4%. 


. Relatin 


38 


to a structure 
resembling a veil 


. Harem rooms 

. Wax 

. Dropsy 

. Mite transmitting 


spotted-fever 


. Generalized Cancer 


Not in the office 


. Source of heat 


A tuberculin apparently 
corresponding to 
Denys’ bouillon filtre 


. An Anglo-Saxon letter 
. Tobacco user 
. Hang, sentence 


by cou 
Bursa 


Liquid insoluble in 
water 


An eminence or pro- 
jection 


Commit depredations 
Grampus 

Derive 

Possessive pronoun 
Asthma-weed 

Be ill 


. Moist, hot compresses 


And not 
Sole 


Plant used as a diuretic 
and cathartic 


A king of Judah 
Hydrophobic 
In the time past 


. Gentle touch 


An organized body of 
physicians (abbr.) 


. Avena 


. A cereal grain 
. Corded fabric 
. Inflammation of 


the 
membranes of the brain 
and spinal cord 


. Skin opening 


Japanese physician who 
developed a method o 
resuscitation in as- 
phyxia 


. Bird's home 
. Peculiar 


sensation ex- 
perienced in epilepsy 


. Relating to birth 


Poems 
Former Russian ruler 
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DOWN 33. Depend 
34. Pin inserted in root 
» ioe dwellers in canal of tooth to at- 
icaragua tach artificial crown 
2. Opprobrium 35. The leaves of garden 
3. Whey rue 
4. Question 36. Hawaiian birds 
5. Happen (hyphen.) 
6. Take from the breast 37. Norse goddess of 
7. Go astray healin 
8. Finger or toe (Gr.) 39. Of a diseased region 
9. Largest vein 40. Commonest Presenta- 
10. One of a He ro tribe tion (Obstet., Abbrev.) 
in southern Nigeria 43. Fluid product of in- 
il. —— majesty; a crime flammation 
against sovereign power 45. Rowing implement 
12. Among (poetic) 47. Ray: (comb. form) 
13. Skin eruption 48. Girl's name 
19. Charg atom 50. Scold persistently 
21. Dry, as wine 51. Abnormal sacs 
25. With Dr. Jenner's, his 52. Saw (Latin) 
name is given to a 53. Pointed a 
quantitative test for 54. Egyptian g 
serum phosphatase 55. Great or ol prefix) 
26. Needed for the lawful 56. Morphology “ ~ sang 
practice of medicine 58. Extend upward 
27. Mercuric oxide 61. Greenland Eskimo 
29. The eyeball (poetic) 62. Spread for drying 
Relating to glanders 63. Mike's companion in 
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...why do you 
call my baby’s 


formula flexible? 


In contrast to proprietary for- period of stress, such as illness. 
mulas, which can only be made _—_ decreased in carbohydrate in 
weaker or stronger, the evapo- direct ratio with the infant’s 
rated milk formula is flexible _ increasing ability to assimilate 
because it can be: solid foods. 

— adjusted in dilution and car- used in place of fresh milk at 
bohydrate to meet neonatal normal milk dilution during 
needs without renal overload. weaning from bottle to cup. 

— gradually rr in concen- 

tration and the carbohydrate ° 


the baby grows. CONTENTED 


adjusted in concentration ‘in trend to 


and nutritional balance, in any the individualized formula. 
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overwhelmingly specified 
by generalists and specialists 


METICORTEN 


a standard steroid 
overwhelmingly acclaimed 


by ... Internists in rheumatoid arthritis, rheumatic fever and 
systemic lupus erythematosus 


..- Allergists in urticaria, angioedema, drug reactions and 
allergic rhinitis 


... Ophthalmologists in uveitis, choroiditis and chorioretinitis 


... Dermatologists in pemphigus, erythema multiforme, atopic 
eczemas and contact dermatoses 


...Chest Physicians in bronchial asthma, pulmonary fibrosis 
and emphysema 


and by general practitioners for virtual absence 
of salt retention 


illness. 

ate in .METICORTEN, 1, 2.5 and 5 mg. white tablets 
fant’s 
milate 
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Letters 
to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request 
your name will be withheld. 


Fluoroscope and X-ray 


“My First Year in Pediatric Prac- 
tice” by William O. Parker (RP- 
Oct., 1957) is interesting and in 
some instances helpful. However, I 
challenge his statement that a start- 
ing pediatrician should buy a flu- 
oroscope with a feeling of great 
urgency and necessity. 

Although a relative youngster in 
medicine, I know from my _ two 
years’ experience in radiology that 
fluoroscopy is no substitute for x- 
rays, the two being complementary. 
A fluoroscope has no place in the 
pediatrician’s office. This type of 
equipment is invariably inaccurately 
calibrated (if at all), improperly 
filtered, and the children are sub- 
jected to large amounts of irradia- 
tion, especially if the viewer is not 
properly adapted (and who can 
spend fifteen minutes getting 
adapted in a busy pediatric prac- 
tice? ) 

Fluoroscopy certainly can not de- 
tect all clinically significant lesions 


in the lungs and if nothing is seen 


on the fluoroscopic examination the — 


clinician is lulled into a false sense 
of security. The general use of 
fluoroscopes is deplorable, especially 
in pediatrics. 
William L. Caldwell, M.D. 
Asst. Resident in Radiology 
Stanford University 
School of Medicine 


San Francisco, California 


e@ The author’s reply to Dr. Cald- 
well’s letter: 

“I’m sure no conscientious pedia- 
trician would challenge your final 
statement. I am equally sure that 
pediatricians recognize the limita- 
tions of a fluoroscope. Good prac- 
tice dictates the use of any diagnos- 
tic or therapeutic apparatus, not ex- 
cluding EKG or x-ray, within the 
limits of its proper function. How- 
ever, I’m afraid you may have 
gained the impression that I prefer 
the use of fluoroscope to x-ray in 


—Continued on page 32 


Resident Physician 


Ba | 
| - 
a's 
| 
Wy 

4 

a 

26 J 


Take a second look... 
diagnose that price tag 


: N the low-cost G-E PATRICIAN 
you'll find true economy of 


purchase. Admittedly, there 
may be x-ray units with slightly 
lower price tags. But when you 
make comparative evaluations 
—component by component— 
the PATRICIAN is at the head of 
its class. Here’s why: 


® Totally new design — not a 
modified older version. 


@ Precisely counterbalanced 
fluoroscopic screen that remains 


seen i parallel to table at all times — 
he Ae no whip-lash usually found in 
io cheaper counterpoised units. 
@ Full-length (81-inch) table 
of : : —no clumsy extensions needed 
ially for tall patients. 
MD table-mounted compromise. As- 
sures absolute freedom in posi- 
logy tioning tube to patient ...sim- 


plifies radiographic positioning. 

@ Built-in quality and endur- 

ance? Yes! Both are always 

associated with G.E. X-Ray 

7 equipment. But look at a few 

“ald: other PATRICIAN features: 200- 
ma, 100-kvp, full-wave power 
... electronic timing... double- 


odia- focus rotating-anode tube. . . 
automatic reciprocating Bucky 
final 
= ... provision for adding a spot- 
that film unit. 
nita- : 
ex- 
Check this low-cost way to multiply your 
the professional efficiency with your G-E x-ray j 
Jow- representative. Or use this handy coupon. Milwaukee 1, Wisconsin, Rm. a 
(] Please send me your 16-page BT-11 
have PATRICIAN bulletin 
Facts about deferred payment 
refer MAXISERVICE® rental plan 
y in Progress /s Our Most Important Prodvet stems 
Addr 
GENERAL @@ ELECTRIC 
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—Continued from page 26 


my practice. I failed to state—and 
T can see now I should have been 
more explicit on this point—that I 
referred my x-ray work to the 
radiologist across the hall from my 
offices. It was a matter of practical 
economics. 

As you point out, fluoroscopy is 
no substitute for x-ray; yet, I do 
not agree with you that a fluoro- 
scope has no place in a pedia- 
trician’s office. 

In pediatrics, the fluoroscope can 
be used effectively in several ways. 
A rather good conception of cardiac 
size and configuration can be ob- 
tained, bone age can be estimated, 
GROss pulmonary changes can be 
visualized. In addition, it is an ex- 
cellent instrument for tracking the 
route of misplaced nickles, dimes 
and other missing objects—a not in- 
frequent quest in private practice. 

I, too, consider any general use 
of fluoroscope—in place of x-ray— 
a deplorable situation. However, 
this is not the case in my practice, 
and to my knowledge, does not ap- 
ply to other practicing pediatricians 
with whom I am acquainted. 

Also, as with all diagnostic - aids, 
a fluoroscope must be used wisely 
and discriminately. If improperly 
used, it can injure the patient and 
the physician. 

As for the instrument being ‘in- 
accurately calibrated, I can’t deny 
that this is sometimes the case. But 
then again, it depends on the indi- 
vidual ; let us assume that our young 


physicians will learn to use an in- 
strument properly before purchas- 
ing it and will fully understand the 
need for periodic calibration and 
maintenance. 

Incidentally, I don’t find it neces- 
sary to spend 15 minutes adapting 
for a thin chested, four-year-old 
child. In most instances, a few mo- 
ments are sufficient. 

In the final analysis, whether in- 
struments and procedures in medi- 
cine are properly used or not de- 
pends as much on the experience, 
integrity and knowledge of the user 
as it does on the apparatus itself. 

Thank you for writing; if I had 
been guilty of being lulled into a 
false sense of security (a most 
dangerous state of mind for any- 
one in our profession) I can assure 
you that your letter would have un- 
lulled me.” 


Stereo Sound System 

At present, I am completing a 
rather large stereophonic sound sys- 
tem and can assure you that this 
latest advance in the reproduction 
of music is truly exciting. Perhaps, 
you would have use for an article 
on this or some other aspect of clas- 
sical music reproduction. If so, | 
would be glad to attempt to write 
such an article. 

Richard U. Hausknecht, M.D. 

New Haven, Conn. 
We think many house staffers 
would be interested in such am 
article. 


—C€Coneluded on page 38 
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“Postoperative pneumonia is almost always 
neglected atelectasis and must be treated as such. 
I have seen it cleared up within a few hours 
when freated correctly. Alevaire is part 

of this treatment.” | 


Postoperative pulmonary complications 
are frequent in patients with a history 
of chronic sore throat, chronic cough, sinus 
infections, postnasal drip or heavy smoking. 
They can usually be prevented by the 
prophylactic use of Alevaire. 


Alevaire should be administered only by aerosol 
nebulizers which deliver a fine mist without large 
droplets. The nebulizer is attached to an oxygen 
supply tank or suitable air compressor. The Alevaire 
vapor may be inhaled directly from the nebulizer 
by means of a face mask, or it may be delivered 
into a croup tent, incubator or special tent; only those 
appliances should be used which deliver a fine mist. 
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write 
Depending upon the output of the nebulizing device 
MD 1 bottle (500 cc.) is usually sufficient to last 


from eight to twenty-four hours. 
LABORATORIES 
staffers NEW YORK 18, N.Y. * WINDSOR, ONT, | Supplied in bottles of 60 cc. and 500 ce. 
ch an 


|. Sadove, M.S.: Paper read at Meeting of the Champaign County Medical Society, Champaign, Ill, Mar. 12, 1958. 
page 38 trademark reg. U. S. Pat. Off. 
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—Concluded from page 32 

A Great Physician 
Mr. Cardwell’s guest editorial (“A 
Great Physician,” (RP-November 
1957) was very inspiring. Could 
you tell me the name of the doctor 
about whom he wrote? I suppose 
others would like to know, too. . . 
Tracy W. Freeman, M.D. 

San Francisco, Calif. 


© You suppose correctly. Other 
residents were equally curious. The 
physician, now deceased, was E. M. 
Bigger, former professor of surgery 
at the Medical College of Virginia. 


Reprints 
I would greatly appreciate a re- 


print of your paper on “Equipping 
the Allergist’s Office.” I do not 
know the exact issue, but it is with- 
in the past two years. 
Thank you. 

Howard M. Kravetz, M.D. 
Bellevue Medical Center 
New York 16, N. Y. 


I would appreciate your sending 
me a reprint of the article “Prac- 
tice Location” or the issue contain- 
ing same; I believe it was in the 
July issue. Always look forward to 
receipt of your magazine. Thank 
you. 

Irving B. Bloom, M.D. 
Kaiser Foundation Hospital 
Oakland, California 


when anxiety and tension “erupts” in the G. |. tract... 


GASTRIC ULCER 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of duodenal ulcer — without fear of barbiturate loginess, hangover or 
habituation . . . wi//i PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 


Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. 
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Supplied: Bottles of 100, 1,000. 
"Trademark © Registered Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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Welcome To Our New Readers 


Beginning with this issue, RESIDENT PHYSICIAN is 
being sent to 1) chiefs (directors) of services approved 
for residency training, 2) certain visiting physicians 
and surgeons who have much to do with residency 
programs, and 3) all interns in accredited programs 
in the country. 

Our decision to make RESIDENT PHYSICIAN available 
to an expanded readership is based on the demon- 
strated interest (as evidenced by letters received) of 
these new readers in our presentation of the many 

* nonmedical problems with which residents are con- 
= fronted today. We believe if we can excite the inter- 
est of directors and chiefs of service in our discus- 


sderie 
asi sions, counsel, and suggested solutions of problems 
gover oF of residents, it will enable us to go to this group for 


w toxicity help and advice when residents ask difficult questions. 
All of us are aware of the real ferment in the total 

educational process today. Medical education at all 

levels is under scrutiny. The present system requires, 
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minimally, twelve to fifteen years from high school 
graduation to eligibility for American specialty board 
examination; to this may be added two years of obli- 
gated military service, thus bringing the physician or 
surgeon to an age of at least 32 to 35 before he is 
launched on his career in teaching and research, or 
specialty practice. These are important years. They 
must be evaluated critically. For example, Johns Hop- 
kins University Medical School is currently preparing 
a curriculum for the early activation of a program 
which will certainly save one year, and with some stu- 
dents, two years of educational time between high 
school and completion of the internship.* 

The question has been raised as to whether anything 
can be done relative to the prolonged graduate train- 
ing required for certain specialties. It is our hope 
that with the aid of our total readership, searching 
and speculative inquiries may be made into graduate 
medical education at the intern and resident level. In 
this endeavor, it is obvious that we will need the whole- 
hearted cooperation of all concerned with postgradu- 
ate medical instruction and we sincerely invite your 
comments at any time. 

Since the founding of REsIDENT PuysicIAN, it has 
been our intention to broaden the scope of our journal 
to include interns in our readership. It has been 
clear from our mail that most of the problems con- 
fronting residents are shared by interns. A number 
of feature articles in RESIDENT PHYSICIAN as well as 
our regular monthly series on medical centers, Wash- 
ington Report, CPCs, Mediquiz, and others are of 
equal interest to interns and residents. We are de- 


* “A Revised Program of Medical Education in the Johns Hopkins University.” 
Privately printed, April 1957. 
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lighted, therefore, to have all interns joining our 
RESIDENT PHysICcIAN family. 

We hope that all of you will use our columns freely 
to express your views. We ask you to write us on 
questions which concern chiefs, residents and interns 
alike so that many minds may be brought to bear on 
the problems of the house staff. 

We believe the house staff group to be vital and 
essential for the maintenance of high standards of 
medical care and treatment—standards which we must 
constantly guard if we are to carry on the best tradi- 
tions of American medicine. 


Fong, 
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"Preamble:—These principles are intended to aid physicians 
individually and collectively in maintaining 

a high level of ethical conduct. 

They are not laws, but standards by which a physician 

may determine the propriety of his conduct in his relationship 
with patients, with colleagues, with members of 

allied professions, and with the public."* 


Medical Ethic 


At the annual meeting of The American 
Medical Association in 1957, the House 
of Delegates revised the Principles of Medical Ethics.* 


It will be our purpose to discuss, separately, 


each of the sections of these Principles 


in light of its ethical content 
and its relation to medical etiquette. 


The Editor 
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iF should be of interest to all discerning physicians to note 
in this latest revision of the “Principles of Medical Ethics,” 
that again, ethics and etiquette have not been differentiated. 
and that as always in codes of medical ethics, the majority of 


nd Etiquette 


the “Principles” deal with medical etiquette. As Chauncey D. 
Leake has so well pointed out in his book Percival’s Medical 
Ethics, (The William and Wilkins Co., Baltimore, 1927) : 

“Medical etiquette is concerned with the conduct of physi- 
cians towards each other, and embodies the tenets of profes- 
sional courtesy. Medical ethics should be concerned with 
ultimate consequences of the conduct of physicians toward 
their individual patients and toward society as a whole, and 
it should include a consideration of the will and motive behind 
this conduct.” 

As Dr. Leake goes on to say, there is a lot of difference he- 
tween professional courtesy and professional morality. 

Furthermore, he seems to believe that in no code of so-called 
medical ethics has the conflict between two chief ethical 
positions, “idealism which stresses the interests of humanity 
as a whole, and hedonism which emphasizes the interests of 
individual selves,” been clearly recognized. Nor has an attempt 
been made to develop a scheme of professional conduct con- 
sistent with any established theory of ethics. 

What we have done is to fall back on hedonism to erect 


* Principles of Medical Ethics. J.A.M.A. 164:1484 (July 27), 1957. 
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internal standards of decorum to 
promote the financial welfare and 
dignity of the physician, and of the 
profession as a whole, while adopt- 
ing an idealistic point of view rela- 
tive to the prevention and cure of 
disease in the patient or the com- 
munity. 

These two positions, in Dr. Leake’s 
words, “are difficult to compromise.” 

However, despite the immediate 
conflicts which our idealistic and 
hedonistic attitudes may create, his- 
torically, the profession as a whole 
has furnished continuing evidence 
that its conduct has been primarily 
idealistic in nature, and only secon- 
darily hedonistic. (After all, doc- 
tors and their families have to eat.) 

That which has happened in the 
prevention and specific cure of dis- 
ease in the last hundred years or 
more, clearly supports this thesis. 


First codes 


As all graduates of American 
medical schools should know, the 
first codes of medical ethics were 
contained in those compilations 
which we call the “Oath of Hip- 
pocrates.” Two ancient forms of 
the Oath have come down to us, 
the so-called “pagan” Oath in which 
matters concerned with medical eti- 
quette take up two paragraphs, and 
the “Christian” Oath in which there 
1s but a single sentence dealing with 
medical etiquette: “But I will teach 
this art to those who require to 
learn it, without grudging and with- 
out an indenture.” 
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It should also be noted that the 
Oath indentures the physician who 
swears to it, and in ancient times 
such an indenture may well have 
decided who was a physician and 
who was a quack. 

No formal educational or legal 
qualifications for physicians existed 
in those times. 

In the late Middle Ages and in 
Renaissance times, all great teach- 
ers of medicine stressed the Hippo- 
cratic principle of ethics in their 
writings; although at times, as 
always is likely to happen when 


codes are being enunciated, the defi- . 


nition of minutiae in deportment 
almost obliterated idealism. 

However, as Dr. Leake points out 
“it is interesting that with the rapid 
development of medicine in the 
Renaissance, the better class of phy- 
sicians and surgeons began, as a 
group, to impose penalties for vio- 
lations of the traditions (of medi- 
cine) and to demand action by the 
civil authorities in the elimination 
of quackery. The Sixteenth Cen- 
tury statuta moralia of the Royal 
College of Physicians is an example 
of this development.” 


Letter vs. spirit 

The transition from the broad 
principles of Greek medical ethics 
to the current complicated system 
was completed in the 18th Century. 
During this period the philosophical 
significance of law and order in 
nature became generally appreci- 
ated. Men sought to establish simi- 
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la’, immutable, detailed and com- 
prehensive laws for every phase of 
their activity. 

For medical etiquette, this tend- 


Percival (1740-1780), who formu- 
lated a code of ethics, not deliber- 
ately conceived in this way to be 
sure, but inevitably leading to such 
an attitude. 

With the object of specifically 
covering all possible contingencies, 
two results were certain to follow: 
a growing emphasis on letter in- 
stead of spirit, and a conflict in the 
multiplicity of ruler. 

Thomas Percival was the son of a 
well-to-do Midlands family. His 
parents died when he was three 
years of age, leaving him to be 
raised by an older sister. As a boy 
he attended a Unitarian Academy; 
when twenty years of age, he en- 
tered upon the study of medicine at 
Edinburgh. He took his medical 
degree at Leyden in 1765, and sur- 
prisingly was elected a Fellow of 
the Royal Society in the year of 
his graduation. He went into prac- 
tice in Manchester and soon de- 
veloped a calm, consulting practice. 
the proceeds from which, together 
with a legacy he had received from 
a physician uncle, permitted him to 
follow his bent in thoughtful, philo- 
sophical writing. He was also able 
to pursue those social and public 
health activities which culminated 
in his efforts to improve the report- 
ing of causes of death in Man- 
chester, the development of a board 
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ency found expression in Thomas * 


of health in 1796, the construction 
of a contagious hospital, and the 
provision of free dispensary service 
for the poor. 


Writer 


One of the amazing things about 
Percival was that he was an assidu- 
ous correspondent; he regularly 
wrote to B. Franklin, Voltaire, J. 
Hunter, Withering and many others. 
In Manchester, during this period, 
considerable intellectual ferment ex- 
isted, and in 1781 the Manchester 
Literary and Philosophical Society 
was born under the aegis of Per- 
cival. Among the intellectuals in 
Manchester at this time. with whom 
Percival held close friendship were 
Charles White. the obstetrician and 
surgeon, whose paper on the infec- 
tiousness of puerperal fever antici- 
pated those of Holmer and Sem- 
melweis, and Thomas Henrv. an 
apothecary, who conducted original 
studies on milk of magnesia and 
translated the works of Lavoisier 
into English. 

Shortly after Percival had entered 
practice in Manchester, he wrote 
on the methods for the administra- 
tion of hospitals, and a few years 
later a moralistic tome of children’s 
stories. These two, together with 
the fact that he was in regular cor- 
respondence with philosophers of 
the time, gave Percival a local repu- 
tation as a sound-thinking individ- 
ual. 

It is not surprising that in 1791, 
when trouble arose internally in the 
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Manchester Infirmary over staffing 
problems, that its “physician ex- 
traordinary” was asked to draw up 
a “scheme of professional conduct 
relative to hospitals and other med- 
ical charities.” The internal dis- 
pute at the Infirmary came during 
a typhoid or typhus epidemic in 
1789 when its physical and staff re- 
sources had been taxed and the gov- 
ernors of the Infirmary decided to 
double its attending staff. The usual 
and well-known amour-propre, which 
even to this day is possessed by staff 
physicians, was aroused; feeling 
that this action of the governors was 
a reflection on their efforts, the orig- 
inal staff resigned. This, as can 
well be imagined, led to much con- 
fusion in the Infirmary. Percival, 
however, had been able to maintain 
close personal relations with the 
leading opponents during all of the 
hub-bub, thus he was the logical 
man to try to bring order out of a 
chaotic situation. 

Percival’s recommendations and 
“scheme” were ready for private 
distribution in 1794; and after much 
correspondence and _ consultation 
with men such as Erasmus Darwin, 
White, Henry, Withering, Hiber- 
deen, and others, it was published 
in 1803 under the title: Code of 
Medical Ethics. A year later Per- 
cival died. 


Moral obligations 


The first edition of the Code with 
its “quaint blue-papered and white- 
backed board binding” is now a 
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rare collector’s item. Its chapters 
are entitled “Of Professional Con- 
duct Relative to Hospital or Other 
Medical Charities,” “Of Profes- 
sional Conduct in Private, or Gen- 
eral Practice,” “Of the Conduct of 
Physicians to Apothecaries,” and 
“Of Professional Duties on Certain 
Cases which Require a Knowledge 
of Law.” 

Two other chapters, “On the Pow- 
ers, Privileges, Honors, and Emolu- 
ments of the Faculty” and “On the 


Moral, Religious, and Political 
Character of Physicians,” were 
started but never completed by. 
Percival. 


The publication of Code brought 
about renewed appreciation by phy- 
sicians in England and America 
relative to their moral obligations. 
Despite some opposition in England. 
the Code was quickly accepted by 
the better physicians and by med- 
ical societies. The adoption by the 
latter, gave it a quasi-legal position. 
because the societies could compel 
obedience through the threat of ex- 
pulsion of an erring member. 


State of affairs 


In the United States, the problem 
of medical ethics and etiquette has 
been under consideration by physi- 
cians (most of the earliest ones be- 
ing spiritual leaders as well) from 
early colonial times. Codes relating 
to fees were enacted in Massa- 
chusetts in 1649, and in Virginia in 
1736, while in 1760 New York initi- 
ated the requirement that those in- 
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dividuals who wished to become 
do tors, had to pass an examination 
be ore they would receive licenses. 


Ine must remember that prior to 


the founding of the Medical School - 


of the University of Pennsylvania 
in 1765, most physicians in this 
country were the products of the 
apprentice system. 

\nyone wishing to become a phy- 
sician, indentured himself for a 
period of time to an established 
practitioner and “read medicine.” 
This system was very similar to 
that under which the apothecaries 
in England were trained. 

Relatively few American physi- 
cians in colonial times had _ been 
able to go abroad to get the bene- 
fits of being educated in a university 
medical school, nor did they hold 
a degree in medicine. 

It is not surprising that this lack 
of the opportunity to acquire an 
educational background in a_ uni- 
versity medical school, resulted in 
many poorly qualified physicians 
engaging in the practice of medi- 
cine in those early days. Quacks 
also flourished. This state of affairs 
began to alarm the colonial medical 
societies, which were being estab- 
lished in the latter half of the 18th 
Century. These groups began to 
formulate general principles to gov- 
ern the moral conduct of their mem- 
bers. Benjamin Rush, David Ho- 
sack and the redoubtable Daniel 
Drake, all concerned themselves and 
wrote much on the subject of med- 
ical ethics. 


January 1958, Vol. 4, No. 1 


Hedonism 


With the rapid expansion of our 
population and territory in the 
early part of the 19th Century, the 
medical profession increased great- 
ly in numbers. But because educa- 
tional facilities were totally inade- 
quate, many medical men were 
either extremely bad doctors or 
frank quacks. 

Under such conditions the ethics, 
etiquette and morale of the profes- 
sion went from bad to worse. 

Dr. Samuel Brown, then at Tran- 
sylvania University in Lexington. 
Kentucky, tried to improve condi- 
tions by organizing the better class 
of physicians into a secret society 
named the “Kappa Lambda Society 
of Aesculapius.” Its purpose was 
to promote the high ideals of med- 
ical practice based on Percival’s 
Code. 

However, this worthy _ effort 
quickly came to naught for, as 
Chauncey Leake says, “with the 
gradual acquisition of power, the 
Society came to grief. . . . through 
the gross hedonism of its New York 
Chapter.” 

It is interesting to note that this 
episode initiated a conflict in rela- 
tion to medical ethics and etiquette 
between many physicians of New 
York and other segments of the 
medical profession which endured 
for almost 75 years. 

Hedonism, i.e., “interests of in- 
dividual selves,” which has long 
marked certain segments of the pro- 
fession, in New York appeared to 
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be the major basis of this conflict. 

The first medical society to adopt 
a code of ethics was the New York 
State Medical Society. In 1823 it 
adopted Percival’s Code with very 
slight modification, and published 
it. This was followed, in 1832, by 
“A System of Medical Ethics” which 
was adopted by the Medico-Chir- 
urgical Faculty of Maryland. This 
“System” clearly acknowledged its 
debt to Percival. In the next few 
years a number of local medical 
societies adopted codes also based 
on Percival’s work which, by this 
time and in various editions, was 
in wide circulation in this country. 


AMA organized 


One of the major motivations of 
Dr. Nathan Smith Davis, in his 
efforts to organize the American 
Medical Association in 1846, was 
his desire to improve the profes- 
sional qualifications and morality 
of physicians in this country. At 
the National Medical Convention 
which met in New York City in 
1846, and which set the ball roll- 
ing for the organization of The 
American Medical Association in 
May, 1847, a resolution was intro- 
duced which set the pattern for our 
medical ethical concepts since that 
time. This resolution read: “. . . 
that it is expedient that the medical 
profession in the United States 
should be governed by the same 
code of ethics, and that a committee 
of seven be appointed to report a 
code for that purpose at a meeting 
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to be held in Philadelphia on the 
first Wednesday of May, 1847.” 

Three of the members of this 
committee were from Philadelphia, 
the other four from Delaware. 
Rhode Island, New York and 
Georgia. 

It would appear that the two 
strong men in the committee were 
Doctors John Bell and Isaac Hays 
(Editor, American Journal of Medi- 
cal Sciences) of Philadelphia, with 
the latter doing most of the work 
in the preparation of the committee’s 
report. 


Report 

When the report was rendered to 
the Association in May, 1847, Dr. 
Hays pointed out that the commit- 
tee had studied many existing codes 
of ethics, and had found that they 
were based on a code of ethics 
enunciated by Dr. Thomas Percival. 
His phrases were preserved in the 
committee’s report because “lan- 
guage which had been so often ex- 
amined and adopted must possess 
the greatest of merits for such a 
document as the present clearness 
and precision, and having no ambi- 
tion for the honours of authorship, 
the Committee which prepared this 
code have followed a similar course 
and have carefully preserved the 
words of Percival wherever they 
convey the precepts it is wished to 
inculcate. A few of the sections 
are in the words of the late Dr. 
Rush, and one or two sentences are 
from other writers.” 
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Datailed code 

The importance of the adoption 
of this first code cannot be over- 
estimated because, from 1847 on, 


local medical societies which wished ° 


te be represented in the House of 
Delegates of the American Medical 
Association, had to ensure that their 
members would adhere to the code 
of the Association. 

As was to be expected, the first 
code was very detailed, an effort 
having been made to cover every 
facet of ethical conduct and profes- 
sion decorum. 

Chapter I, Article II of this code 
is devoted to (of all things) a dis- 
sertation on the “Obligations Of 
Patients To Physicians”! These 
“obligations” were as follows: 

1. Patients should realize how 
hard a doctor’s life is and “Should 
entertain a just sense of the duties 
which they owe to their medical 
attendants.” 

2. “The first duty of a patient is 
to select as his medical adviser one 
who has received a regular profes- 
sional education.” 

3. “Patients should prefer a phy- 
sician whose habits of life are regu- 
lar, . . . should always apply for 
advice in what may appear to him 
to be trivial cases.” 

4. “Patients should faithfully and 
unreservedly communicate to their 
physicians the supposed causes of 
their diseases.” 

5. “A patient should not bore his 
physician, e. g. ‘weary [him] with a 
tedious detail of events or matters 
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not appertaining to his disease’.” 

6. “The obedience of a patient to 
the prescriptions of his physician 
should be prompt and ‘implicit’.” 

7. “A patient should, if possible, 
avoid even the friendly visits of a 
physician who is not attending him.” 

8. “Patients should tell their doc- 
tors why they are dismissing them.” 

9. “Patients should always, when 
practicable send for their physician 
in the morning . . . should also avoid 
calling on their medical advisers 
during hours devoted to meals or 
sleep .. . should be in readiness to 


receive the visits of their physi- 
cians. 

10. “A patient should, after his 
recovery, entertain a just and endur- 
ing sense of the value of the serv- 
ices rendered to him by his physi- 


” 


cian; for these are of such a char- 
acter, that no mere pecuniary ac- 
knowledgement can repay or cancel 
them.” 

As Chauncey Leake says: “Sweet 
conceit of the medical moralists of 
the ‘Fabulous Forties’ ”! 


New York estranged 


Within five years, “ethical” dif- 
ficulties faced the newly organized 
American Medical Association, 
when it was found that a member 
of the Connecticut Medical Society 
was practicing homeopathy. ie., an 
“exclusive dogma.” 

The battle between “organized” 
medicine and the proponents of 
what have been called 
dogmas” 


“exclusive 
(homeopathy, osteopathy 
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and chiropractic) has waxed and 
waned for more than a century. It 
was the basis for the long period of 
estrangement of many physicians 
in New York State from the Amer- 
ican Medical Association. The 
“principle” that a physician could 
not associate in any way with a 
homeopathic physician (especially 
on consultations), irked many doc- 
tors in New York City. 

Early in 1882, the Medical Soci- 
ety of the State of New York adopt- 
ed a simple, short code of ethics. 
At this time the Medical Society of 
New York adopted a resolution of- 
fered by Dr. D. B. St. John Roosa, 
a pioneer otolaryngologist: “. 
the other ethical offense for which 
they (the medical profession) claim 
and promise to exercise the right of 
discipline, are those comprehended 
under the commission of acts un- 
worthy of a physician and a gentle- 
man.” 

This, in fact, is the pithy essence 
of the “code,” even today. Some- 
times it seems too bad that the 
“principles” are not spelled out in 
this simple fashion! 

At the annual convention of the 
American Medical Association, in 
June 1882, the delegates from New 
York were not seated in the House 
of Delegates because of this action. 

Austin Flint, the president of the 
Association in 1883, attempted to 
get the New York State Society to 
re-adopt the code of the Association. 
This move so annoyed the opponents 
of the Association’s stand that they 
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formed a “Society For The Preven- 
tion Of The. Re-enactment In The 
State Of New York Of The Present 
Code of Ethics Of The American 
Medical Association.” This group 
became very powerful and effective- 
ly split the medical profession in 
New York for many years. One 
group, the New York Medical Asso- 
ciation, organized in 1884, hewed 
to the code and was accepted as rep- 
resentative of the profession of New 
York by the American Medical As- 
sociation. 


Unanimity 


Ridiculous as this state of affairs 


may seem today, it persisted for 
twenty years until, at the annual 
meeting of the American Medical 
Association in 1903, a committee 
previously appointed brought in a 
compromise report on the “Prin- 
ciples of Medical Ethics” which 
was unanimously adopted. 

There is an interesting tale about 
this committee and its work. Dr. 
William H. Welsh, then professor 
of pathology at Johns Hopkins, was 
a member. The majority report of 
the committee displeased one mem- 
ber. (Leake infers that this was 
Dr. Welsh; Fishbein* states that it 
was another member.) Be that as 
it may, Dr. Welsh “retired to his 
room, took off his coat and laying 
out the necessary number of long 


* Fishbein, M., A History of The 
American Medical Association, Pp. 227- 
228, W. B. Saunders and Co., Philadel- 
phia and London, 1947. 
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blick cigars, went to work and 
wrote out in long hand the entire 
cole. The committee had the code 
se! in type and printed that night 


delegate in the morning. 

As the delegates came to the 
meeting, Dr. Welsh stood in the back 
of the hall greeting them and telling 
them how much better he though the 
minority report of the committee 
was than the original majority re- 
port. 

According to Dr. William Sydney 
Thayer, it was this lobbying of Dr. 
Welsh for his own handiwork that 
resulted in the eventual unanimous 
adoption of the report on the Prin- 
ciples. 

The “Principles of Ethics” 
(1903) represented a careful, less 
wordy, thoughtful rewrite of the 
previous “principles.” Additions 
included an injunction to join local, 
state, and national medical soci- 
eties; a consultant can only pre- 
scribe in an emergency; directives 
on free work; fees for certifying, 
minimal fees and fee splitting. 


Revisions 


In 1912, another revision of the 
“Principles of Ethics” was prepared 
and accepted. The clause dealing 


London, 1947, as a source book.) 
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and a copy was on the desk of each * 


NEXT MONTH: The New Version 


with the presence of laity at opera- 
tions was dropped out, and clauses 
dealing with exploitation of the pro- 
fessional qualifications of a physi- 
cian by lay organizations, changes 
in the conduct of consultations, the 
social relations of physicians to 
other physicians’ patients, “con- 
tract” practice, and the responsibil- 
ities of physicians in epidemics and 
in the notification of disease, were 
added. 

Shortly after World War II, the 
question of the need for a revision 
of the “Principles of Medical Eth- 
ics” was raised again in the Judicial 
Council and in the House of Dele- 
gates of the American Medical As- 
sociation. After consideration and 
study of the problem, a revision of 
the Principles consisting of a pre- 
amble and forty-seven sections was 
adopted in 1955. 

However, when continuing con- 
sideration was given to the Prin- 
ciples, the Judicial Council came to 
the conclusion that without deleting 
basic ethical principles or tradi- 
tional concepts, a much shorter ver- 
sion could be devised. 

Thus, in 1957, a comprehensive 
but brief revision of the code of 
ethics was presented to and ap- 
proved by the House of Delegates. 


(In this first of a series of articles on “Medical Ethics and Etiquette,” 
credit is given to the value of The History of the American Medical Associ- 
ation,” Morris Fishbein, W. B. Saunders and Company, Philadelphia and 
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Dr. Catherine Worthington, professional education director, 


... Polio Fund 


= physician today, who is en- 
gaged either in general practice or 
a specialty, is faced with a complex 
situation in his effort to obtain the 
best of care for his patient. Within 
a comparatively few years, medicine 
has progressed from the period of 
the family physician relying almost 
entirely upon his own resources to 
the era of scientific medicine with 
the development of the medical spe- 
cialties and the increase in number, 
size, and departmentalization of 
hospitals. 

More recently, the medical pro- 
fession has stressed the treatment of 
the patient as an individual. This 
concept of patient care has been 
called “comprehensive patient care” 
or “rehabilitation.” Whichever term 
is used makes little difference. The 
important point is that it requires 
the availability of a number of pro- 
fessional disciplines to meet the 
needs of the patient with a dis- 
ability. 

An individual patient may not 
require any assistance in his illness 
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National Foundation for Infantile Paralysis, reports on... 


Postdoctoral Fellowshigro; 


other than the specific treatment of datio 
the disease or injury by the private physi 
physician, or in case of hospitaliza-’ — 
tion, the physician, the various de- relate 
partments of the hospital, and the We 
nurse. If, however, a patient has a matet 
disability requiring treatment by fellos 
physical means over a_ period of a 
time, or if he is not able to cope and 
with his disability because of com- i 
plicating emotional social or voca- $6,00 
tional factors, his physician may pend: 
need the assistance of other doctors the r 
or members of the associate pro- — 
fessions. Ou 
Requesting consultation from an- ship 
other physician or referring the pa- cach 
tient to a medical colleague is a stand 
procedure with which the physician clini 
is familiar. Securing and coordinat- rr 
ing the services of the associate of th 
professions is not so readily accom- for 
plished by many physicians. cide 
In addition to the professional _— 
education program designed to edu- ~ 


cate research scientists and teachers 
for both medical and associate med- 
ical professions, the National Foun- 
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Second Front: 
Rehabilitation 


The success of the Salk vac- 


rogram 


dation offers financial support to 
physicians who wish to study the 
current methods of rehabilitation as 
related to their particular field. 

We invite your request for infor- 
mation concerning our postdoctoral 
fellowship program. Financial as- 
sistance includes not only tuition 
and fees to the institution, but a 
stipend varying from $3,600 to 
$6,000 (and possibly higher), de- 
pending upon the level of training 
the resident has reached, his marital 
status and number of dependents. 

Our research and clinical fellow- 
ship committees meet three times 
each year. The members are out- 
standing leaders in research and 
clinical medicine. Fellowships are 
granted upon the recommendation 
of these committees. Closing dates 
for receiving applications to coin- 
cide with fellowship committee 
meetings are: March 1, June 1, and 
December 1. 

If our program fits your need, 
Write to us. We shall be glad to 
hear from you. 
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eine in preventing polio has en- 
abled NFIP to make nore funds 
available on a second front: re 
habilitation of the disabled. 


NFIP defines rehabilitation as 
‘comprehensive care encompass- 
ing the physical, emotional. so- 
cial and economic aspects of the 
needs of the patient. 


To promote this kind of care, 
_ NFIP gives grants-in-aid to medi- 
eal schools, With the aid of such 
fands, fifteen schools today are 
: conducting studies to determine 
the changes necessary in med:. 
eal school education in order to 
teach the concepts and basic 
techniques of rehabilitation. 


For residents and interns who 

wish to study current methods 
of rehabilitation as related to 
‘their field of inter-t, there are 
postdoctoral fellowships. 
In 1957 these fellowships totaled 
; 87, an increase of mine over the 
‘previous year. 
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left) being described 
i f by Otto Glaser, 
Ph.D., head of bio- 
physics department. 
In center photo, resi- 
dent discusses film 
with George Crile, 
Jr, M.D., depart. 
ment head in gen- 7 
eral surgery. Bottom, kno 
bedside teaching is 
conducted by A. 
Carlton Ernstene, 
M.D., chairman, divi- 
sion of medicine. 
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EDUCATIONAL INSTITUTE 


Cleveland 
Clinic 


Foundation 


Cleveland Clinic Foundation, 
known to many as the Crile Clinic, 
is in reality four functional units— 
the Cleveland Clinic, the Cleveland 
Clinic Hospital, the Research Di- 
vision, and the Bunts Institute. All 
are coordinated within the structure 
of the Foundation. 

Patients are drawn chiefly from 
outside Cleveland; from the entire 
United States plus many from for- 
eign countries. 

Although many Clevelanders re- 
gard the Clinic as their “family 
physician,” the bulk of the patients 
register because of diagnostic prob- 
lems, the greater percentage being 
cases referred for diagnosis, survey 
or therapy. Medical problems pre- 
sented are diverse and the diagnostic 
and therapeutic considerations chal- 
lenging. 

The Foundation was organized in 
1921 when four physicians, Frank 


January 1958, Vol. 4, No. 1 


A private institution, the 
Foundation draws primarily 
on private patients for its 
wide variety of clinical ma- 
terial. The four integrated 
units of the Foundation are 
staffed by 110 full-time phy- 
sicians, 145 fellows, resi- 
dents and interns. Service 
patients are available 
through an affiliation with 
other Cleveland Hospitals. 


E. Bunts, George W. Crile, William 
E. Lower, and John Phillips, signed 
the articles of incorporation. The 
four had learned the value of co- 
operative medical effort first in 
World War I and later as members 
of a: loosely constructed partner- 
ship; they established the Founda- 
tion on a sound basis insuring its 
subsequent growth. 

The Staff now numbers 110 full- 
time physicians, 145 fellows (resi- 
dents) and interns, and 1300 
employees. 

As the Foundation grew, so did its 
educational endeavors—so much so 
that in 1935 it was decided to estab- 
lish education as a seyarately ad- 
ministered project. Its name honor- 
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ing one of the four founders, The 
Frank E. Bunts Educational Insti- 
tute was incorporated “to establish, 
maintain, and conduct an institution 
of learning.” The new school was 
chartered under the laws of the 
State of Ohio. 


Present 


Today the Cleveland Clinic Foun- 
dation through the Bunts Institute 
conducts graduate, postgraduate, 
and technician training and partici- 
pates in nursing education. The In- 
stitute offers 19 approved training 
programs in the various specialties 
as well as fellowships in research 
and internships. 

Six to eight postgraduate courses 
are offered yearly, principally re- 
view-refresher courses in the special- 
ties. Technical training courses are 
conducted in physical therapy, medi- 
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cal technology, and x-ray technology. 
Although the Foundation does not 
have its own school of nursing, the 
Institute provides hospital experi- 
ence for students in the nurse-train- 
ing program of two Cleveland col- 
leges. In addition, the Institute pro- 
duces educational movies and ex- 
hibits and supervises the publication 
and distribution of the medical jour- 
nal, the Cleveland Clinic Quarterly. 


Graduate training 


The graduate training effort is a 
carefully planned and comprehen- 
sive complex of 19 specialty train- 
ing programs approved by the spe- 
cialty boards and by the American 
Medical Association. The major por- 
tion of the instruction is conducted 
on a departmental basis in the form 
of bedside teaching, clinical practice, 
departmental conferences, and sewi- 
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nars. An over-all program of lec- 
tures, conferences, and teaching ex- 
ercises is scheduled on a _ weekly 
basis from September through May 
inclusive. In addition, both the di- 
visions of medicine and surgery* 
conduct a basic science review which 
is a refresher-progress type course 
designed to cover the field in each 
subject over a two-year span. Eight 
other Cleveland hospitals send their 
interns and residents to the basic 
science lectures and to the Saturday 
programs. 

Clinical teaching is actively car- 


ried on by all departments and di-. 


visions. Graded responsibility is ac- 
corded to the resident entirely upon 
his adjudged ability to accept such 
responsibility. Emphasis is placed 
throughout the program on the 
thought that educational endeavor 
and clinical responsibility must be 
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kept apace, that the student must de- 
velop in capability, knowledge and 
skill as he is more and more en- 
trusted with medical and surgical 
management. Therefore, although 
the programs with one exception are 
not pyramidal in nature, continua- 
tion in any program is dependent 
upon sound professional develop- 
ment and achievement; appoint- 
ments are made on a year-to-year 
basis. 


Material available 


Although the Cleveland Clinic 
and the Cleveland Clinic Hospital 
generally serve only private patients, 
the training program has been in 
effect for so long a time and the 
emphasis on graduate education is 
so obvious, that all patients, regard- 
less of their station in life, partici- 
pate willingly in the program. Thus 
the opportunity to learn manage- 
ment and handling of the private pa- 
tient is one of the major advantages 
presented. Further, the Foundation, 
being a referral clinic in which diag- 
nostic and therapeutic problems pre- 
dominate, has a remarkable fund of 
teaching material. The complexity 
of cases seen in all departments is 


* The Clinic staff, which also serves 
the hospital, is divided into medical and 
surgical divisions for convenience of ad- 
ministration. The division of medicine, 
under the chairmanship of A. Carlton 
Ernstene, M.D., conducts 13 specialty 
departments, and the division of sur- 
gery, under the chairmanship of Stanley 
O. Hoerr, M.D., conducts 11. 
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Donald Effler, M.D., thoracic head, and Willem Kolff, M.D., research division, work 
with surgical team during open-heart operation. Note membrane oxygenator. 


such that difficult problems become 
accepted as routine; the “unusual” 
and “rare” are common. 
Affiliations are maintained with 
four hospitals in the city to make 
available service-type patients in the 
fields of obstetrics, ophthalmology, 
and otolaryngology and to furnish 
extensive experience in treatment of 
trauma for those in general surgery. 
An affiliation is also maintained with 
Buffalo Children’s Hospital for ex- 
perience in children’s orthopedics. 
In addition, the departments of 
anatomy, dermatology, ophthalmol- 
ogy, otolaryngology and pathology 
participate on a cooperative, re- 
source-sharing basis with other 
Cleveland teaching installations. 


Internship 


Through its hospital the Founda- 
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tion offers a limited number of ro- 
tating internships to graduates of 
Class A medical schools. Selections 
are made from senior students of 
those schools through the National 
Intern Matching Program. The in- 
ternship, as approved by the Council 
of Medical Education and Hospitals 
of the American Medical Associa- 
tion, consists basically of three 
months medicine, three months 
surgery, two months obstetrics and 
gynecology, two months pediatrics. 
and two months elective. 

Interns patricipate in the over-all 
teaching program and are an inte- 
gral part of the activities of the 
department to which assigned. In 
addition, they receive instruction in 
the philosophy and art of medicine. 
Basic instruction is, of course, clini- 
cal, and patient responsibility is 
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stressed throughout. Thus, from the 
vey beginning of graduate training, 
the intern has the opportunity to 
learn the proper handling of private 
patients. 


Teaching plan 


The Bunts Institute and the pro- 
fessional staff of the Foundation 
have arranged the training program 
to keep teaching exercises as free 
from interruption as possible. To 
that end, Saturday mornings have 
been set aside for teaching purposes. 
Accordingly, ward rounds are com- 
pleted by 9:00 a.m. and except for 
emergencies, residents and interns 
spend each Saturday morning from 
September through May attending 
correlated teaching exercises. 

The first event of Saturday morn- 
ing is the Clinic Conference, a major 
medical-surgical presentation to the 
entire staff. This is followed by two 
sessions, one on divisional level and 
the other on departmental level; 
each resident attends the confer- 
ences or seminars directly related 
to his specialty interests, and each 
intern attends those related to his 
departmental assignment. 

The Saturday morning effort is 
supplemented by evening sessions 
throughout the week with schedules 
beginning at 5:15 p.m. extending in 
some cases to 8:00 p.m. During the 
summer, the “shakedown period” in 
which clinical and bedside teaching 
prevails, the more formal program 
is replaced by grand rounds and 
anatomy instruction. 
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Plant units 


The physical plant is located four 
miles east of the center of downtown 
Cleveland, occupying buildings and 
grounds bounded by East 89th and 
96th Streets and Euclid and Car- 
negie Avenues. 

Five main buildings comprise the 
central unit: the four-story north 
clinic building (the original Clinic) , 


APPROVED 
TRAINING PROGRAMS 


PROGRAM CHIEF 
Internal Medicine A. Carlton Ernstene 
Cardiovascular A. Carlton Ernstene 

Disease 
John Haserick 
E. N, Collins 
Guy H. Williams, Jr. 
Guy H. Williams, Jr. 
Robert D. Mercer 
Paul A. Nelson 


Dermatology 
Gastroenterology 
Neurology 
Psychiatry 
Pediatrics 
Physical Medicine 
and Rehabilitation 
Radiology C. Robert Hughes 
George Crile, Jr. 
Donald E. Hale 
W. James Gardner 


General Surgery 
Anesthesiology 
Neurological 
Surgery 
Obstetrics and 
Gynecology James S. Krieger 
Ophthalmology Roscoe J. Kennedy 
Orthopedic Surgery James |. Kendrick 
Otolaryngology Harold E. Harris 
Pathology John B. Hazard 
Donald B. Effler 
Charles C. Higgins: 


Howard P. Taylor 


Thoracic Surgery 
Urology 
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Stanley O. Hoerr, 
M.D. surgery divi- 
sion chairman, con- 
ducts surgical con- 


| ference. Pictured be- 


low: A. W. Hum- 
phries, M.D., vascu- 
lar surgery, and 
Clinics’ artery bank. 


the ten-story south clinic building, 
the 510-bed hospital, the eight-story 
research building, and the combina- 
tion power plant and laundry. Park- 
ing lots and buildings such as 
pharmacy, nurses’ home, and resi- 
dents’ quarters fringe the central 
unit in an irregular pattern. Within 
a mile radius are four other hos- 
pitals plus the Cleveland Health 
Museum, Western Reserve Univer- 
sity and its School of Medicine, Case 
Institute of Technology, the Allen 
Memorial (medical) Library, Sev- 
erance (symphony) Hall, the Art 
Museum, the Art Institute, and the 
Museum of Natural History. 


Clinic 


The Clinic itself occupies two 
buildings, the four-story north and 
the ten-story south clinic buildings. 
Thirteen medical and eleven surgi- 
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Above, basic re- 
search conducted by 
Francis M. Bumpus, 
Ph.D., and Hans 
Schwarz, Ph.D., team 
which in 1956 syn- 
thesized angiotonin 
ll. Right, view of 
residents’ lab in the 
Cleveland Clinic De- 
partment of Path- 
ology. 
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cal departments see more than 800 
patients a day. The departments of 
radiology, physical medicine and re- 
habilitation and clinical pathology 
each occupies an entire floor. Seven 
floors of the two buildings are used 
by the departments having the most 
direct clinical contact with patients. 
Administration offices and the Bunts 
Institute occupy the remaining 
floors. 

Patients move through the com- 
plex arrangement on a carefully de- 
veloped plan and little time is lost 
either by the physician or by the 
patient. Every effort is made to free 
the physician from administrative 
detail so that his full time may be 
devoted to medical problems. 

The functions of the Clinic and 
the Hospital are closely integrated: 
the Clinic carries on the major diag- 
nostic studies that can be done on 
an ambulatory basis; the Hospital 
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Left, house staff 
rooms are modern, 
pleasant. Below, resi- 
dent takes his cut 
at the ball in a 
house staff game. 
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performs indicated studies that are 
beyond the capabilities of ambula- 
tory workup. The Hospital, of 


course, also accepts direct admission: 


of emergencies and carries out 
needed medical and surgical therapy. 


Hospital 


The 510-bed, 40 bassinet Hospital 
is an eight-story, maltese cross- 
shaped structure. Like so many 
other hospitals, it has grown wing 
by wing, the first wing was opened 
in 1925, the most recent in 1956. 
At the conclusion of the present 
modernization program, the old as 
well as the new areas will offer the 
ultimate in equipment and 
convenience. 

Surgery, for example, is located 
in the new wing.and comprises 22 
operating rooms plus all supporting 
services. Particular features are the 
surgical library, conference room, 
cardiac arrest alarm system, tran- 
scription room with its four dic- 
tating machines and the adjacent 
constant-care unit. View galleries 
are located in every operating room 
and are reached by a corridor sys- 
tem which is separate from the ster- 
ile areas. The department of path- 
ology is located within he surgical 
unit itself, the proximity to the op- 
erating theatres being an obvious 
convenience. 


Research division 


The division of research, which 
occupies an eight-story building, 
carries on both full-time and _ part- 
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time research under the direction of 
Dr. Irvine H. Page. The coverage 
is broad, ranging from basic science 
to clinical investigation. A 20-bed 
research ward is devoted to the study 
of the problems of hypertension and 
related subjects. Facilities for indi- 
vidual work are available and ap- 
pointments as Research Fellow and 
Research Associate are available to 
those interested and qualified. 


Bunts Institute 


The offices of the Bunts Institute, 
the library, the editorial department, 
the large Bunts Auditorium, two 
classrooms, and the offices of the 
editor of Circulation Research are 
located on the fourth floor of the 
north clinic building. Three other 
classrooms are available elsewhere 
in the institution. The five class- 
rooms range in size from a thirty- 
seat conference room to a_ one- 
hundred seat lecture room. Seminars 
are usually held in the department 
concerned. The major exercises are 
held in Bunts Auditorium and the 
larger teaching sessions are held in 
adjacent classrooms. 


Library 

The Medical Library, under the 
supervision of a medical librarian, 
serves the entire Foundation. More 
than 10,000 bound volumes are cata- 
logued and more than 300 medical 
and surgical journals are received 
currently. Journals and books not 
available in the Foundation library 
can be obtained readily on loan from 
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the nearby library of the Cleveland 
Medical Library Association, which 
cooperates on a reciprocal basis. 


Stipends and allowances 


The beginning stipend for fellows 
(residents) in all specialties, except 
those requiring prior residency 
training, is $175 a month. In gen- 
eral, first and second year fellows 
receive $175 a month, third year 
fellows $200, fourth year fellows 
$250. 

In lieu of furnished meals, a food 
allowance is given. Meals are avail- 
able at cost in the excellent Hos- 
pital cafeteria. 

A small cost of living adjustment 
is made in the form of a rental 
allowance for all married fellows 
maintaining quarters for their fam- 
ilies and for unmarried men who 
cannot be accommodated in avail- 
able Hospital living areas. 

Interns receive $100 a month, uni- 
forms, and full maintenance. The 
rental allowance also is granted 
married interns. 

Prerequisites for both fellows and 
interns include uniforms, uniform 
laundry, health service for self and 
family, and malpractice insurance. 
Two weeks paid vacation annually is 
accorded each fellow and intern. 


Fellows and interns are housed 
whenever possible within the Hos- 
pital itself or in adjacent quarters. 
Married fellows live outside of the 
hospital, some close by while others 


prefer the more distant suburban 
areas. Transportation facilities are 
excellent from all parts of the city 
to the Clinic, and there is little difti- 
culty in locating a suitable place to 
live close to good transportation. 
The Bunts Institute offers help in 
locating suitable, moderate cost 
housing, participating actively in the 
rental activities of the new arrivals, 
even on occasion renting apartments 
known to be desirable in order to 
hold them for the house staff. 


Recreational facilities 
The Foundation 


maintain athletic facilities on the 
premises, but memberships are held 
in a nearby athletic club where 
facilities for swimming, handball, 
squash, and the like are available. 
Fellows and interns have a softball 
team, a basketball team, and partici- 
pate in the Foundation Bowling 
League. Individual athletic partici- 
pation is encouraged. 

Like other large cities, Cleveland 
has a wide variety of recreational, 
sport, artistic, cultural and religious 
activities sufficient in breadth and 
quality to satisfy the most discrimi- 
nating. The Cleveland Indians, the 
Cleveland Browns, and the Cleve- 
land Barons are the best known 
athletic fare; the Cleveland Syn- 
phony the best known musically; the 
Cleveland Playhouse group is also 
well known. Road shows, concert 
groups, other orchestras, and_ thie 
Metropolitan Opera visit the city 
to offer varied entertainment. 
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Wives’ employment 

Cleveland, being a large indus- 
trial city, offers ample opportunities 
for employment for wives in prac- 
tically any type of industry or busi- 
ness. Secretaries, typists, or clerks 
are always in great demand. The 
Hospital itself has vacancies for 


registered nurses. Assistance will be 
given in obtaining employment. For 
further information on any of the 


. above items, contact the head of the 


department concerned or Charles L. 
Leedham, M.D., Director of Educa- 
tion, Cleveland Clinic Foundation, 
Cleveland 6, Ohio. 
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Charles L. Leedham, M.D. 
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8 On Learning to Heal 
the Prince as Well as the Pauper 


Medical teaching in hospitals is a relatively recent develop- 
ment. The concept was first clearly stated in 1903 when Osler 
published a persuasive essay, “The Hospital As a College.” 
The idea took root slowly and hospitals were at first used only 
as adjuncts to medical schools in undergraduate teaching. As 
the art and science of medicine grew increasingly complex and 
specialty training became a demand, the medical schools gradu- 
ally relinquished specialty training to the hospital. Thus, in 
half a century, graduate instruction of the physician came to 
be an accepted part of the hospital regime. 

As with any evolving system, usage developed into pattern, 
pattern developed into custom and precedent, and by the advent 
of World War II, a system of hospital medical education had 
blossomed that comfortably conformed to those times. 

The system was firmly centered on the university-connected 
hospital as the prime training institution; the service-type 
patient as the prime source of material for teaching. Until a 
decade ago, there were few successful deviations from the 
accepted pattern. 

However, the affairs of the world have a habit of moving on 
—‘the old order changeth. . . .” Changing times, particularly 
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the changing economic patterns of the 
past decade, had a profound effect. The 
nonuniversity hospital took its place on 
the graduate training stage, although not 
with universal approval. Insurance cover- 
age assumed an amazingly large propor- 
tion of the cost of illness, and in so doing 
cut deeply into the ranks of the service 
patients. Thus, the prewar pattern of 

CHARLES L. graduate medical education shifted in con- 
en, S68. text as two of its mainstays shifted with 


Director 
of Education necessity. Therein lies our story. 
lini 
ag a Aas Prior to World War II, as mentioned 


previously, the nonuniversity hospital’s 
role in graduate medical education was 
not widely conceded. However, at the close of that war, the 
temporary surplus of physicians seeking specialty training 
created an urgent demand, and many hospitals implemented 
their teaching potential by the creation of residency training 
programs. As the surplus quickly vanished and the newly 
created programs did not, the distinction between good educa- 
tional experience and poor became painfully evident; all hos- 
pitals engaged in specialty training, university centered or 
otherwise, looked to their laurels. Hospitals that accepted the 
challenge became truly colleges, and the private institution 
seriously entered the now competitive field of graduate medical 
education. 
The changing economic pattern also influenced the charac- 
teristics of teaching material available to the hospital as a 


| “graduate college of medicine.” The widespread acceptance of 
insurance to pay for hospital care and for professional services 

d has created a new and rapidly expanding class of private 

e patients. This has cut deeply into the ranks of service-type 

a cases—in fact, service patients are becoming fewer in number 

e year by year. Bolder prophets foresee the eventual disappear- 
ance of service cases as more medical care falls under insur- 

n ance protection or the paternalistic medical systems. Thus, the 

y use of private patients for teaching purposes or the introduc- 
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tion of some other approach to graduate medical education 
would appear to be inevitable. And since no other acceptable 
approach seems to be in the offing, private patients must be 
used if graduate medical education is to continue on its 
present scale. 

The use of private patients in medical teaching is not new. 
The government services have successfully used their bene- 
ficiaries in their teaching programs for years. Likewise, a num- 
ber of private institutions have carried on eminently successful 
teaching programs over the same span of years, using primarily 
or entirely private patients. In fact, many of the men con- 
nected with these institutions believe that private patients, in 
comparison with service patients, furnish a better source of 
material, provide a greater breadth of diagnostic potential, and 
probably offer better opportunity for careful personal super- 
vision in diagnosis, care, and management. In addition, they 
believe that the opportunity for the student to learn to handle 
private patients from the beginning of his graduate training 
facilitates his later initiation into his own practice. 

It has been found that when private patients are approached 
with skill and tact against a background of evident emphasis 
on medical education they cooperate most willingly in teaching 
situations. Once the precedent has been set, most private 
patients come to the institution not only willing to participate 
in a graduate training program, but expecting to do so! 

What is the conclusion to be drawn by the student physician 
from this brief brush with recent medical history? It would 
seem to be that he should be more completely aware that the 
patterns of life and the patterns of economics are changing, 
that the patterns of medical care and the patterns of graduate 
medical education are changing with them, that the nonuni- 
versity teaching hospital has become a large factor in graduate 
medical education, and that, as a result, there now is a wide 
selection open to the intern or resident seeking a training 
program. The spectrum of choice ranges from research-stressed 
training through the academically stressed, specialty training 
programs, through the practice-stressed specialty program to 
general practice training. Further, no one group has a monop- 
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oly on excellence; all possess enviably favorable factors in their 
special areas of interest; each has its appeal according to the 
life interest, outlook, and intent of the selector. 

It would seem logical, therefore, that the dictum of “each 
to his own” should be the guiding rule, and that the student 
would be wise to select training in accordance with his ultimate 
desires, i.e., an academic atmosphere for an academic career, 
a specialized referral-type institution dealing principally with 
private patients for the private-practice of a specialty, or a 
hospital dealing with general practice type patients for a gen- 
eral practice career. Although these facts might appear to be 
self-evident to some, many students often seem but dimly 
aware of their existence and their implications. This brief 
dissertation will have served its purpose if it engenders thought 
and discussion of the matter. 


MD international 


A special hour-long report on American doctors who 
serve in the far corners of the world—the problems they 
face, the satisfactions they receive, their importance in 
building good will for the U.S.—will be televised in com- 
patible color at 10 P.M. (EST) Thursday, January 23, over 
the NBC-TV network. 

Titled “MD International,” this latest in the prize- 
winning March of Medicine TV series is the result of a 
34,000-mile, around-the-world film expedition with a spe- 
cial mission—to show Americans how their doctors who 
“practice at the bedside of the world” serve not only as 
men of medicine, but also as unofficial U.S. ambassadors. 
The program was inspired by President Eisenhower's ap- 
peal for “People-to-People” activities in all professions and 
walks of life. 
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Conference 
Cleveland Clinic Hospital 


A 28-year-old man from West 
Virginia entered the Cleveland 
Clinic on July 2, 1955. He said that 
he had been in good health so far 
as he knew until two months previ- 
ously when he had had an abrupt 
onset of pain in the right costo- 
vertebral angle, fever and vomiting. 
His condition had been diagnosed 
as a kidney infection and treated 
with penicillin and “sulfa.” The 
symptoms cleared in four or five 
days after treatment. Following 
that, the patient felt weak, had an- 
orexia and lost 27 pounds in weight. 

Two weeks prior to admission, 
the patient had been especially 
weak during the day and retired 
early. He got up in the middle of 
the night to go to an outside toilet. 
During the walk to the toilet, he 
suddenly lost consciousness. There 
was no dizziness, pain or palpita- 
tion. He awoke lying on the ground 


80 


Clinico-Pathological 


with a cut on his head. His skin 
was cold and clammy. He was seen 
the next day by a physician who re- 
corded his blood pressure as 190 
130mm. Hg. Small hemorrhages 
were present at that time on the 
right fundus. 

Laboratory studies at home showed 
a 6% eosinophilia, a negative Regi- 
tine test, and a positive urine cul- 
ture for Escherichia coli. An in- 
travenous pyelogram showed an 
elongated left renal shadow; the 
right renal shadow was smaller 
than the left. His blood pressure 
had last been taken in 1946 prior 
to his discharge from the Army. 
No mention was made at that time 
of any hypertension. Both parents 
are living; his mother has had 
hypertension since 1941 when an- 
other son was killed. There is no 
other family history of hyperten- 
sion. As a child the patient had 
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measles, mumps, chicken pox and 
whooping cough. 


Physical examination 

The patient was a well-developed, 
undernourished white man. Pulse 
yas 80 and regular; blood pressure 
vas 210/120 mm. Hg. The skin was 
normal. The pupils were round and 
equal and reacted to light and ac- 
ommodation. The extraocular 
ovements were normal. Fundu- 
opic examination demonstrated 
blurred margins. The retinal 
ttteries were segmentally con- 
tricted and showed a v/a ratio of 
P:1 with an increase in light reflex 
nd two splinter hemorrhages in the 
ight fundus. The findings on the 
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Fig. |. Aortogram. 
Note abrupt loss of 
opacity of right 
renal artery and ves- 
sel to lower pole. 


remainder of the physical examina- 
tion, including peripheral pulses, 
were normal. 

The patient was hospitalized dur- 
ing which time his blood pressure 
remained elevated with the highest 
level up to 220/150 mm. Hg. 


Laboratory studies 

Hemoglobin concentration was 
16 gm. per 100 ml.; hematocrit, 
52%; white blood cell count, 11,900 
with 73% neutrophils, 1% eosino- 
phils, 24% lymphocytes, and 2% 
monocytes. Serology was negative. 
Blood sugar content was 70 mg. per 
100 ml.; blood urea, 21 mg. per 100 
ml. The urea clearance test showed 
90% excretion in the first hour and 
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chest were normal. The chest meas 
ured 28.2 cm. in diameter; the heart 
11.2 cm. 


Discussion 


Discussant: William L. Proudfit, 
M.D., Department of Cardiovascular 
Disease, The Cleveland Clinic Foun- 
dation. 

Dr. Proudfit: This man’s illness 
began dramatically with sudden se- 
vere pain in the right costovertebral 
angle accompanied by fever and 
vomiting. Unfortunately, we do not 
know whether he had normal blood. 
pressure at that time. Six weeks 
later he was hypertensive and had 
small retinal hemorrhages; and on 
admission, two months after the 


original illness, there was papille- 
dema. Marked hypertension, weight 


characteristic of malignant hyper- 
tension. 
Fig. 2. Photograph of right kidney. Upper Two conditions might be respon § 
arrow points to thrombus and lower arrow’ sible for the acute illness followed 
to normal renal tissue. f 
y the development of malig 
hypertension: pyelonephritis and a 
vascular accident. Certainly pye- tensic 
100% the second hour. An Addis lonephritis would be the first pos ff The } 
urinary examination showed: spe- sibility to be considered. In the ab- ff bers « 
cific gravity of 1.016, pH of 7, and sence of a lesion resulting in ure- Jf casts 
protein of 2.5 gm. per 24 hours; red _teral obstruction one would not ex § malig 
blood cells per 12 hours were 1,200,- pect acute pyelonephritis in a man "™umb 
000; white cells per 12 hours were of this age group in apparently good J ably 
6,000,000; casts were 90,000 per 12 health otherwise. The reported (1.000, 
hours. Repeated routine micro- therapeutic response to penicillin J§lonep 
scopic urine studies showed only an and sulfa therapy may have been much 
occasional polymorphonuclear leu- coincidental. urinal 
cocyte. It is rare for acute pyelonephritis §§ sion «! 
Findings on roentgen study of the to be followed by malignant hyper fj T's 


loss, and eye ground changes are 
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jmalignant syndrome alone. 


tension after such a short interval. 
The proteinuria and increased num- 
bers of erythrocytes, leucocytes, and 
casts in the urine could be due to 
The 
number of leucocytes was consider- 
ably elevated above the normal of 
1,000,000 per 12 hours, but in pye- 
lonephritis the count usually is 
much higher. Furthermore, repeated 


The E. coli reported in the pre- 


Janusry 1958, Vol. 4, No. 1 


Fig. 3. Photomicro- 
graph. Cross section 
of right renal artery 
at level of occlusion 
by plaque. Thrombus 
is in muscular layers 
at this point. Elastic- 
Van Gieson; X15. 


vious urine culture may have been 
a contaminant. Finally the pyelo- 
gram showed nothing to suggest 
ureteral obstruction or renal lithi- 
asis. The small kidney on the right 
side is interesting but one would 
not expect a shrunken kidney from 
pyelonephritis in a period of two 
months. 


Arterial lesion 
Occlusions of the renal artery 
might result from embolus, throm- 


nas. 
By. 4 
urin y 
ilyses showed only an occa- 
ysion:! leucocyte. 
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bus, or an arteriosclerotic plaque. 
There is nothing in the history to 
suggest that this man may have had 
auricular fibrillation, myocardial in- 


farction, myocarditis or subacute 
bacterial endocarditis. A localized 
lesion in the renal artery should be 
considered. 

The history could be explained 
on the basis of partial or complete 
obstruction of the right renal artery. 
Such arterial lesions may cause a 
dramatic illness followed by the de- 


Fig. 4. Photomicro- 
graph. Junction be- 
tween normal and 
atrophic kidney in 
lower pole. Note re- 
tention of glomeruli. 
Hemotoxylin and 
eosin; X100. 


velopment of hypertension.  Cer- 
tainly the age of the patient is un- 
usual for a degenerative arterial dis- 
ease, although lesions of the ar- 
teries elsewhere in the body occa: 
sionally are seen in youth. 

The pyelogram may show ade- 
quate excretory function in the af- 
fected kidney, although the size of 
the renal mass may be decreased. 
as in this patient. Roentgen evi- 
dence of a calcified plaque in the 
region of the renal artery would be 
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elpiul but it was not reported here. 
The crucial diagnostic test in this 
ase is renal angiography. On the 
asis of available evidence, a lesion 
#{ the right renal artery seems to 


CuintcaAL Dracnosis: Malignant 
ypertension—due to localized le- 
ion of renal artery. 

Eugene F. Poutasse, M.D., De- 
artment of Urology, The Cleve- 
and Clinic Foundation: The sud- 
en onset of severe hypertensive 
ascular disease in a patient 28 
ears of age should be considered 
secondary type of hypertension 
ntil proven otherwise. At his age 


omicro- fhe most likely cause of secondary 
ypertension would be a_ renal 
ney in gesion. The intravenous urogram is 
lote : n important diagnostic step and the 
ae idneys must be studied very care- 
lly. 
In a kidney that appears smaller 
an its mate but is otherwise nor- 
al by intravenous urography, the 
ossibility of renal arterial lesion 
ust be considered even though the 
Cer- xcretory function may appear nor- 
is 
ial dis @ The only method which can be 
he at Hed to make a definite diagnosis 
y occa Mf such a lesion is renal angiog- 
phy as accomplished by the tech- 
w ade: que of translumbar aortography. 
nase In this patient’s aortogram (Fig. 
SIZ 
) a normal left renal artery was 
rreased, 
. pesualized, but on the right side a 
en evi- 


bmplete obstruction of the main 
ery was present at the hilum of 
é kidney. Proximal to this ob- 


in the 
ould be 
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struction there was a large branch 
which extended into the lower ‘pole 
of the kidney; this branch carried 
sufficient blood to maintain part of 
the kidney in normal status, hence, 
the apparently normal function on 
intravenous urography. The upper 
part of the kidney appeared to be 
avascular. 

This complete obstruction of the 
main portion of the renal artery is 
consistent with an arteriosclerotic 
occlusion with thrombosis. The sud- 
den onset of the patient’s pain two 
months priof to his admission to the 
hospital also is consistent with sud- 
den thrombosis of the renal artery 
with infarction of at least part of 
the kidney. 

If the entire kidney had been in- 
farcted by the lesion it is doubtful 
that any hypertension would have 
resulted, the kidney would have 
probably atrophied. 

With this finding, operation is 
mandatory; and one could predict 
that the patient would have com- 
plete remission of the hypertensive 
vascular disease following removal 
of this partially infarcted kidney. 

At operation the upper part of 
the kidney had a yellow zone of in- 
farction, the middle portion was 
bluish, and the lower pole had a 
normal appearance; the kidney was 
removed. Immediately following the 
operation the patient’s blood pres- 
sure returned to normal, in fact, 
for the first 24 hours considerable 
difficulty was encountered in keep- 
ing the patient out of shock due to 
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e the most likely diagnosis. 
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the sudden reversal of the hyper- 
tension. 


Pathological findings 


The surgically ablated kidney 
weighed 126 gm. Its capsule was 
flimsy and stripped readily leaving 
a surface, venetian-red for the most 
part, and showing fetal lobulations. 
At the superior pole was a tan ele- 
vated area, 3.0 by 2.5 cm. with a 
central depression (Fig. 2). A 
similar tan area, 2.5 cm. in diam- 
eter, was present in the inferior 
pole. On cut section, the cortex 
in the midportion of the kidney 
measured 3 to 5 mm. in thickness; 
the cortex at the inferior pole in 
the area of bulging, measured 6 
mm. in thickness. The cortex in 
the region of the superior pole va- 
ried from ill-defined to 6 mm. in 
thickness. The same color changes 
were present on cut section. 

The renal artery segment meas- 
ured 4 cm. in length and showed 
several important changes. A small 
branch arose from the renal artery 
and passed to the lower pole 0.6 cm. 
proximal to the main arborization 
of the vessel. Just distal to this ar- 
borization, the renal artery ap- 
peared completely occluded by firm 
mass of mottled red and tan throm- 
bus. The renal artery appeared di- 
lated in this area and measured 
1.5 cm. in circumference. It ab- 
ruptly narrowed and still appeared 
occluded. 


Careful histologic study demon- 
strated almost 80% occlusion of the 


vessel’in the region of abrupt nar. 
rowing by an_ eccentric 
plaque, which protruded into the lu- 
men of the artery. A most curious 
set of circumstances existed 
proximal to this area. The dilata- 
tion in part was due to the presence 
of a partially organizing thrombus 
in the outer layers of the muscular 
coat. This clot pushed the lumen 
of the renal artery to one side and 
compressed it (Fig. 3). 
sections it was determined that there 
was a break in the internal elastic 
lamina and the thrombus was in a- 
small dissecting aneurysm that oc- 
curred proximal to the area of ec- 
centric arteriosclerosis. 


fibrous 


just 


On further 


There was also evidence of 
marked microscopic change within 
the renal parenchyma. A _ portion 
of the gross changes seen in the 
superior pole was due to the pres 
ence of an old infarction which was 
marginated by a small amount of 
normal-appearing renal paren- 
chyma. An abrupt transition was 
present between this normal paren- 
chyma and the majority of the 
remaining kidney. Most of the re- 
maining kidney showed marked 
atrophy of the renal tubules with 
preservation of the glomeruli. The 
small bulge in the inferior pole was 
apparently the area supplied by the 
patent branch and the renal paren- 
chyma in this area was normal. 
again sharply marginated from the 
atrophic areas (Fig. 4). 


It was the small areas of normal 
parenchyma then that were respor- 
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sible for sufficient function of the 
kidney to produce normal uro- 
graphic findings. These changes in 
the renal artery and kidney are for 
the most part characteristic of those 
we have seen where there has been 
a variation between the urographic 
findings and the arteriographic find- 
ings. 

The abrupt zone of transition 
from normal-appearing parenchyma 
to that of trophy has uniformly been 
present in those kidneys. In those 
cases where the entire renal artery 
has been involved by the arterio- 
sclerotic process, the entire kidney 
has appeared atrophic, but not 
totally destroyed. 

When we originally reported sev- 
eral cases of hypertension associated 
with renal arterial disease in young 
people, we believed it to be a rare 
circumstance.t However, further 


careful study of these patients has 
demonstrated the lesion with ever- 


_increasing frequency.” 


ANATOMICAL DIAGNOSIS: 

e Arteriosclerosis, severe, right re- 
nal artery. 

© Dissecting aneurysm, local, with 
thrombosis, right renal artery. 

© Subtotal atrophy of kidney with 
focal preservation of renal par- 
enchyma in the superior and in- 
ferior poles. 

@ Cortical infarct, old, 
pole, right kidney. 


superior 


Comment 


Dr. Poutasse: The clinical course 
of this patient has been that of what 
we call malignant nephrosclerosis, 
reversed. He has now maintained 
a blood pressure for the past two 
years, ranging from 116/74 to 
140/90 mm. Hg. 
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Asking a question and suggesting answers, the 
author indicates that solo practice is on the way 
out. So is the traditional fee for service concept. 
The trend is toward prepaid, comprehensive medical 
care, preventive medicine guided by a well-trained 
GP. There are many pitfalls in the transition. The 


key is teamwork. 


' ) y the time the ranks of the resi- 
dential hierarchy are reached, the 
decision as to what fragment of 
medical knowledge one wishes to 
apply for the benefit of patients, 
usually has been made. In most in- 
stances it is known by then whether 
the career is to lie in the practice 
of general medicine or surgery, in 
a clinical specialty, in research and 
teaching, or in something else. I 
will not attempt in this short article 
even to enumerate the variety of op- 
portunities which open in these sev- 
eral categories. Rather, I will intro- 
duce certain considerations not of 
what you will practice, but of how. 

I am sure that at your present 
state of professional advancement 
you have formed fairly accurate con- 
cepts of the general principles and 
technology of scientific medicine and 


J. H. Means, M.D. 


surgery. You have become keen on 
diagnosis and treatment. You also, 
no doubt, have become familiar 
through the pronouncements of spe- 
cialty boards, with the profession’s 
blueprints, at least for practice in 
these restricted areas. But what I 
want to get at now is the broader 
social relations, responsibilities and 
obligations of the professional per- 
son in medicine in the type of so- 
ciety in which we find ourselves. 


For the patient 

In the first place it is necessary 
to remember that medicine is a 
professional calling, existing for the 
purpose of supplying certain serv- 
ices to the people — all the people. 

If it does not do this it has no 
reason to exist. 

Medicine is for the patient, not 
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for the doctor. Never 
forget that in medi- 
cine you have the 
duty to meet a need 
— not to sell a prod- 
uct. 

Briefly stated, the 


The doctor cannot 
cling to ancient prej- 
udices while trying to 
meet new challenges 
without running the 
risk of ultimate frus- 


total function of 
medicine is very com- 
plex. Serving it ade- 
quately requires both 
organization and di- 
vision of labor. It is 
because division of 


objectives of medi- 
cine are to promote 
health, to prevent 
disease, to treat sick 
persons, and to rehabilitate the hand- 
icapped. All these are ingredients 
of the practice of medicine. Medicine 
also has the objectives of replenish- 
ing its personnel education and of 
advancing its knowledge and _in- 
creasing its potentiality for service 
through research on all of its fronts. 
And finally, it has the duty of in- 
forming the public on these matters. 
Thus stated, it is obvious that the 
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Boston born, bred and educated, Dr. Means 
has had nearly 45 years of active participation 
in medicine after Harvard (07) followed by 
Harvard Med and an internship at Massachusetts 
General Hospital. Appointed research fellow, the 
author remained at Harvard and Mass General. 
In 1923 he was made Jackson Professor of Clinical Medicine and 
Chief of Medical Services, Mass General. Throughout his long 
professional life, Dr. Means has studied thyroid problems and 
has also taken a strong interest in medical education. He is a 
past-president of the American College of Physicians, the Asso- 
ciation of American Physicians, the Harvard Medical Alumni 
Association and the American Goiter Association. 
is the author of a number of scientific papers, a textbook “The 
Thyroid and Its Diseases,” (Lippincott), also “Doctors, People 
and Government,” (Little, Brown & Co., 1953). 

One of medicine’s best known elder statesman, Dr. Means 
continues active as director of the medical department at Massa- 
chusetts Institute of Technology. 


labor is unavoidable 

that organization is 

necessary — organi- 

zation to secure unity 
of responsibility. People are entitled 
to round-the-clock, round-the- year, 
comprehensive medical coverage. 
But no individual doctor can supply 
this and still hope to lead the kind 
of life conducive to keeping him fit 
enough in mind and body to render 
such service. Teamwork of some sort 
is essential, yet it must be so well 
organized that no lapses in respon- 
sibility can creep in. 
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decisive 
action 
stress 


SPARINE is recommended for use in that portion of the 
Stress Spectrum requiring the action of a potent, relatively 
nontoxic drug to return the patient toward normal. 


SparRINE has caused no liver damage, no parkinsonian- 
like syndrome, and but rare instances of blood dyscrasia. 
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STRESS SPECTRUM: EPS demonstrates that there is a Wyeth nor- 
motropic drug for each of the three great segments of this spectrum. Thus, the 


physician now has a specific drug for nearly every patient undergoing mental or 
physical stress. 


EQUANIL in the Stress- Spectrum: Equanit, anti-anxiety factor 


with pronounced muscle relaxing properties, for simple anxiety, tension, skeletal 
muscle spasm, muscular tension. 


PHENERGAN in the Stress Spectrum: Puenercan, for ob- 
stetrical and pre- and postoperative use. Psychic sedative with anti-emetic and 
antihistaminic properties; produces quiescence and potentiates CNS depres- 
sants, thus reducing dosage requirements for narcotics, analgesics, and sedatives. 


SPARINE in the Stress Spectrum for: 


apprehension and acute and chronic withdrawal from 
pain in medical psychoses alcohol, 
emergencies senile agitation narcotics, 
hiccups alcoholism and other 
hallucinations addicting drugs 
delirium tremens 
Supplied: Injection—50 mg. per cc., vials of 2 and 10 cc. For intramuscular or intravenous 
use. Tablets—10 mg. (green), bottles of 50; 25 mg. (yellow), 50 mg. (orange), 100 mg. 
(pink), and 200 mg. (red), bottles of 50 and 500. Syrup—10 mg. per 5 cc., bottles of 4 fl.oz. 


Comprehensive literature available on request 


HYDROCHLORIDE Promazine Hydrochloride, Wyeth 


EQUANIL®™* PHENERGAN® HCIt, SPARINE® HCI—A 
Wyeth normotropic drug for nearly every patient under stress 
*Meprobamate, Wyeth. TPromethazine Hydrochloride, Wyeth 
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Every one of you 


I hold, however, falls 


must think through, The GP should be the that this method is lution 
long and thoroughly, “integrating doctor," no longer in the best The | 
just what responsible tying all the contri- interest of patients @tweet 
role in the vast com- butions of specialists except, perhaps, the practi 


plex of medicine you 
feel both inclined 
and qualified to un- 
dertake. The one, in 
other words, which 
will give the great- 
est satisfaction both to you and to 
your patients. 

The way of life of the doctor is 
changing, along with that of every- 
one else in our society. If he clings 
to ancient privileges while trying to 
meet new challenges, he runs the 
risk of ultimate frustration. The 
good life for the physician, or for 
any professional person for that 
matter, lies in the consciousness of 
having served one’s function well. 
For one, that function may be exer- 
cised in the research laboratory; for 
another, in teaching students. But 
for most it will be in the care of 
patients. 

To those who go into medicine 
solely to gain social status, prestige, 
or material profit, such deep pro- 
fessional satisfactions are out of 
reach. Only those who truly love 
medicine can experience them. 

The manner in which doctors are 
paid for their services is intimately 
related to their way of life. Gen- 
erally, in the United States, prac- 
titioners are still paid by fee for 
service, the fee being determined 
by the doctor. 


tient. 


into one package for 
the good of the pa- 


very wealthy. Mist, 
Prepaid compre- (nowa 
hensive medical care [§! thir 
is what more and very 
more people are crav- [§him i 
ing today. And this [§sician 
is best provided by practice groups [cialis 
of some sort with doctors paid by gone o! 
salary out of the pooled subscrip- [these 
tions received by the group. Benefits . Inc: 
are paid to patients in service, not [sis is 
cash. The latter is very important. [§taking 
Health Insurance Plan of Greater tire hi 
New York is the outstanding exam- hich 
ple of this type of development. havior 
Its success is indicated by its [round 
steady growth in number of sub- JRably 
scribers. Recently, Medical Eco- artic! 
nomics asked 400 “distinguished” he w 
doctors, and some lay people with [chiev 
knowledge of the field, to guess what houg! 
medical practice might be like in a f the 
decade. The consensus appeared to [Whole 
be that whereas today only about 20 [RPonsi 
percent of doctors are in any form He all 
of group practice, it was expected sts int 
that in ten years’ time 80 percent of he pa 
doctors will be in group practice [Bhould 
and only 20. percent in solo practice. 
It was further predicted that there #Rend 
will be more general practitioners It i 
percentage-wise than today, and that € Co 
they will be better trained. eing 
I would have made similar pre- ore 
dictions myself. here 
There will, however, be many pit- t wa 
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falls along this evo- 
lutionary pathway. 
The relationship be- 
tween the general 
practitioner (general- 
ist, | like to call him 
nowadays, although 
I think perhaps the 
very best name for 
him is personal phy- 
sician) and the spe- 
cialist, constitutes 
one of the greatest of 


Fee for service and 
solo practice is inimi- 
cal to the practice of 
preventive medicine 
in a day when pre- 
ventive medicine and 
the promotion of 
health should be 
higher objectives 
than the treatment 
illness. 


the general practi- 
tioner is being built 
up. This trend is one 
of those swings of 
the pendulum char- 
acteristic of human 
mass thinking which 
is likely to go too far 
in its direction, as 
did the ones preced- 
ing it go too far in 
the other. That it 
may do so is another 


these pitfalls. 
Increasing empha- 

sis is being given to the necessity of 
taking care of the patient as an en- 
tire human being in an environment 
rhich constantly conditions his be- 
havior, and in which he is sur- 
rounded by other people who inevi- 
ably affect him. The point I wish 
varticularly to stress is that care of 
he whole patient can never be 
pchieved by specialists alone even 
hough there be called in enough 
f these to cover every part of his 
hole mind and body. Some one, re- 
ponsible, “integrating doctor” must 
ie all the contributions of special- 


This doctor preferably 
hould be the generalist. 


It is significant, I believe, that 
€ composite professional view is 
eing directed nowadays more and 
ore at the general practitioner. 
‘hereas, until recently, the special- 
t was the cock of the walk, now 
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of the pitfalls I have 
mentioned. 

The general practitioner of the 
future, I am confident, will become 
a highly trained and competent pro- 
fessional person. Ideally, everyone 
should have such a doctor as his per- 
sonal physician. Such a one, how- 
ever, cannot be a medical Jack-of- 
all-trades as of yore. And he should 
not attempt to perform specialist 
jobs for which he is not qualified. 

Rather he should fit into a scheme 
of things whereby he can work in 
effective harmony with such special- 
ists as from time to time the prob- 
lems of his patients require. 

For competence in his general 
field he should be as well rewarded 
financially as are specialists for 
theirs in their special fields. Further- 
more, if he can be included in the 
medical educational process in some 
way, his intellectual rewards and 
satisfactions may become as great 
as those of any specialist. I have in 
mind preceptorial establishments 
such as that of the University of 
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Kansas which I have just visited. 
Here, the practitioner actually par- 
ticipates in the teaching of the medi- 
cal student, and also from time to 
time has the opportunity to culti- 
vate his own learning process 
through association with the center. 


Complex medicines 

In my opinion, fee for service is 
no longer consistent with the best 
comprehensive medical care any 
more than is completely solo medi- 
eal practice. 

For the patient it makes it diffi- 
cult, or impossible, to budget the 
cost of medical care, and it discour- 
ages his consulting the doctor until 
impressive illness besets him. It is 
inimical to the practice of pre- 


ventive medicine in a day when pre- 
ventive medicine and the promotion 
of health should be higher objec- 
tives than the treatment of illness. 

For the doctor who abandons fee- 


for-service, I can see more abundant 
intellectual and emotional satisfac- 
tions in the practice of medicine. 
Doing this, of course, will necessi- 
tate his working in a team of some 
sort, but that is the way to render 
better professional service in the 
complex medicine of today. Com- 
petitive struggle for financial gain, 
which can be quite exhausting, will 
be removed. Security will be en- 
hanced. And most important of all, 
a more well ordered life is made 
possible with enough leisure to en- 
sure continuation of learning and to 
supply opportunity for enough re- 
laxation to permit optimum per- 
formance during the time of work. 

This is how I project the future 
of medical practice. And whether 
you elect to be at its forefront or 
prefer to entrench yourself to pre- 
serve the medical status quo, it is a 
choice worthy of your earnest con- 
sideration. 


othing will sustain you more potently than the 
power to recognize in your humdrum routine, as 
perhaps it may be thought, the true poetry of life— 
the poetry of the commonplace, of the ordinary man, 
of the plain, toilworn woman, with their loves and 
their joys, their sorrows and their griefs. 


Str Witt1aAM OSLER 


Resident Physician 


3 
MD: 
gua; 
men 
men 
spec 
any‘ 
A 
scie! 
of n 
apol 
sinc 
exac 
amb 
spec 
ae ings 
Y 
prac 
wor! 
shay 
94 


ysician 


Victor R. Jablokow, M.D. 


Wenever I hear a criticism of 
MDs and scientists concerning the 
obscurities of their “special lan- 
guage,” I am reminded of that seg- 
ment of physicians’ descriptive no- 
menclature which is completely “un- 
special” and can be understood by 
anyone, physician and layman alike. 

Admittedly, doctors employ many 
scientific terms; this is equally true 
of most families of science. And no 
apology is necessary — especially 
since technical terms permit an 
exact terminology and thus prevent 
ambiguity in the communication of 
special, limited and accurate mean- 
ings. 

Yet, MDs are human beings of a 
practical bent. Often the physician’s 
work brings before him a peculiar 
shape or condition which he wants 
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others, colleague or layman, to 
visualize as vividly and as accurate- 
ly as possible. 

Here, the doctor does not stagger 
around in elaborate, technical no- 
menclature. Nor does he involve 
himself in scientific description and 
measurement. He simply compares 
the anatomical specimen under scru- 
tiny with another item, one recog 
nized by all men. 

Usually this common item is se- 
lected from among nature’s own vast 
cupboard of edibles; from the kitch- 
en, the dinner table, from the almost 
inexhaustible larder utilized by the 
culinary artist to stimulate the pal- 
ate of man. 

Practical? Absolutely. Who among 
us is not familiar with the appear- 
ance of an apple, the texture of the 
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outer skin of the orange, the con- 
sistency of heavy cream or the color 
of black coffee? 


Medicalese 


I suppose all medical students, 
when first confronted with the pages 
of a medical textbook, are a bit dis- 
concerted at the prosaic and un- 
scientific words which appear here 
and there, words such as “orange,” 
“almond” and “cauliflower.” 

Some, no doubt, resent this bas- 
tardization of what should be per- 
fect medicalese. Others, like my- 
self, were a bit relieved to come 
across such readily identifiable items 
—and perhaps noted the cookbook 
aspects of some of the tastier selec- 
tions. 

And now that I am specializing in 
pathology, I am forever grateful for 
an abundant Nature, and in particu- 
lar to its vegetable kingdom, for pro- 
viding such a bountiful variety of 
shapes, sizes, textures, tones and 
colors from which to draw compari- 
son when the need arises. 

A long list of fruits and vegeta- 
bles have found their way into the 
practical and accepted terminology 
of the pathologist. For example, the 
size of a lesion can begin with millet 
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seed in, miliary tuberculosis and 
graduate in stages through pea, 
peanut, hazelnut, walnut, orange 
(small, medium or large, of course), 
to grapefruit and thence to melon. 

Similarly, an organ of growth can 
be described as bean-shaped, egg- 
shaped or almond-shaped (ovary) 
and pear-shaped (uterus). 

The human kidney is described 
as bean shaped although, accord- 
ing to Boyd, it’s kidney-shaped. 


However, neither comparison is of- 


much help to the unitiated, particu- 
larly since the average American 
does not think of the common bean 
(Phaseolus vulgaris) as being kid- 
ney-shaped. Rather, he calls the 
kidney-shaped bean a kidney bean 
or chili bean. Yet the dictionary 
definition of the kidney bean is “the 
common bean.” 

To further confuse you on this 
point, the origin of the word kidney 
is from Medieval English kydney 
with the ey meaning egg and the 
first part of the word of unknown 
origin. 
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VAGINITIS: 


the established 


FUROXONE* 
brand of furazolidone 


OQRFURON 


VAGINAL SUPPOSITORIES AND POWDER 


85% CLINICAL CURES* 

In 219 patients with either trichomonal 
vaginitis, monilial vaginitis or both, 
clinical cures were secured in 187. 


71% CULTURAL CURES* 

157 patients showed negative culture 
tests at 3 months follow-up examinations. 
Patients reported rapid relief of burning 
and itching, often within 24 hours. 


STEP1 Office administration of 
TRICOFURON VAGINAL POWDER 
at least once weekly. 


Home use of 
TRICOFURON VAGINAL SUPPOSITORIES 
by the patient, 1 or 2 daily, including 
the important menstrual days. 


*Combined results of 12 independent clinical 
investigators. Data available on request. 


SUPPOSITORIES: 

0.375% Micofur, 0.25% Furoxone. 
POWDER: 

0.5% Micofur, 0.1% Furoxone. 


EATON LABORATORIES, NORWICH, NEW YORK 
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So the next logical question is 
which came first, the kidney or the 
egg—(and how in the world did I 
get started on this anyway? ) 

Also descriptive of organs of 
growth are such tasty terms as 
cauliflower, strawberry, blueberry 
and mulberry. Each accurately mir- 
rors a mode of growth or appear- 
ance. 


Kidney 


Among doctors, pathologists in 
particular like to help themselves 
to the culinary closet for suitable 
descriptions of diseased organs. 

In amyloid disease, the appear- 
ance of the spleen, for example, is 
described as bacon spleen (areas of 
amyloid degeneration give the cut 
surface the appearance of fried 
bacon), or sago spleen (due to amy- 
loid infiltration, the cut surface may 
look like sago grains). 

The spleen with a thickened cap- 
sule bearing opaque areas is desig- 
nated as a zuckerguss or frosted 
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Author 


spleen. The same applies to the liver . 
(zuckergussleber ). 

A chronic congestion may result 
in a nutmeg liver. 

The spleen in Hodgkin’s disease, 
marked by the presence of grayish 
areas resembling diseased lymph 
nodes in structure, is called hard 
baked spleen. Onion skin is the name 
given to the swollen, hyalinised 
bands of collagen around the pencil- 
lary arteries of the spleen in lupus 
erythematosus disseminatus. 


Born in Kharkov, Russia, the author received 
his medical degree from the University of 
Munich, Germany, in 1951; he came to this 
country in 1952, served one year of internship 
in Wilmington, Del., and another year in Chi- 
cago. Licensed to practice medicine in Illinois 


and Michigan, he is specializing in pathology; his first two years 
of residency were at St. Francis Hospital, Evanston, Illinois, the 
third year at Harper Hospital, Detroit, Michigan. Presently, he is 
completing a residency at the V. A. Hospital, Hines, Illinois. Dr. 
Jablokow is a regular contributor to “What’s the Doctor’s Name?” 
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NOV ID* 


BRAND OF NORETHYNODREL WITH ETHYNYLESTRADIOL 3-METHYL ETHER 


Regulates menstrual disorders 

through reliable endometropic control 

Enovid, Searle’s new, orally effective agent, contains norethy- 
nodrel, a new synthetic steroid with strong progestational and 
lesser estrogenic activity. The estrogenic effect, enhanced by the 
addition of ethynylestradiol 3-methyl ether, prevents spotting or 
breakthrough bleeding in most patients. 

During therapy Enovid maintains the integrity of the endome- 
trium. Moreover, the withdrawal of Enovid, as with natural hor- 
mones, results in a characteristic menstruation. Also, as do the 
natural hormones, Enovid controls the gonadotropic functions of 
the anterior pituitary gland. 

This control permits effective and dependable treatment of ex- 

liver | cessive or inadequate endometrial activity in such disorders as 
amenorrhea, dysmenorrhea, menorrhagia, metrorrhagia and pre- 
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Biopsy photomicrographs and pathology interpretation courtesy of 1. Anna L. Southam, M.D., New York, N.Y 


INDICATIONS AND DOSAGE GUIDE FOR 


SECOND AND THIRD 
CONSECUTIVE CYCLES 


One 10-mg. tablet daily from 
day 5 to doy 25* 


DISORDER FIRST CYCLE 


Menorrhagia One or two 10-mg. tablets daily to day 25 of the cycle 


One or two 10-mg. tablets doily to day 25 


Metrorrhagia (or for 10 days to establish cycle) 


same as above 


Amenorrhea (primary 
or secondary 
Oligomenorrhea 


Premenstrual 
Tension 


One 10-mg. tablet daily for 20 days to establish cycle same os above 


One 10-mg. tablet daily from day 5 to doy 25* same as above 


One 10-mg. tablet daily from day 5 to day 25* some as above 


One 10-mg. tablet daily from 
day 5 to day 25 


One 10-mg. tablet daily from 
day 15 to day 25 


Dysmenorrhea 


Inadequate 

luteal Phase 
*The administration of Enovid prior to day 15 may interfere with ing disconti of the i 
ovulation; if anovulatory cycles are not desired, one 10-mg. tablet of first untreated cycle is commonly 


One 10-mg. tablet daily from day 5 to day 25 


One 10-mg. tablet daily from day 15 to day 25 
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Enovid should be administered daily from day 15 to day 25. 

SPECIAL NOTES: (1) If nausea is encountered, the daily dose may 
be cut in half or given in divided doses for three days and then 
return to regular dose. (2) Iintermenstrua! spotting is usually evi- 
dence of inadequate dosage. This type of bleeding is usually con- 
trolled by increasing the dosage one 10:mg. tablet daily. (3) Follow- 
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one week. 

FORMULA: Each 10-mg. tablet of Enovid (available as uncoated, 
scored, coral tablets) contains norethynodrel, a new synthetic 
steroid, with 0.15 mg. of ethynylestradiol 3-methy! ether. 
*Trademark of G. D. Searle & Co. 

G. D. Searle & Co., Chicago 80, Iilinois 
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An anomaly of the kidney result- 
ing from bipolar fusion of the renal 
anlagen is called doughnut kidney. 

Complete fusion of the two kid- 
neys is designated as a caked kidney 
or simply a cake. 

A kidney can also be called a 
branny kidney when due to fatty de- 
generation occurring in spots, it ap- 
pears to contain bran. 

There is also such a thing as 
strawberry gall bladder, a_ gall 
bladder which, as a result of chronic 
catarrhal inflammation, shows fine 
grains of cholesterin-fat material 
embedded in the mucosa, thus re- 
sembling a strawberry. 

Speaking of berries, a soft, red- 
dish, jelly-like blood clot bears the 
fancy name of currant jelly throm- 
bus. There is also another kind of 
thrombus, called the chicken fat 
thrombus. Both are encountered post- 
mortem. 


Specimens 


Many specimens, including on oc- 
casion the abdomen, are described 
as having a doughy consistency. 
Sarcomas and the thyroid gland in 
exophthalmic goiter are describe 
as meaty. 

Endometrial ovarian cysts are 
called chocolate cysts, and their 
contents look like chocolate. A 
walnut brain is the result of cere- 
bral sclerosis marked by a shrink- 
age of the brain tissue and a wide- 
ning of the sulci so that the brain 
surface comes to resemble a shelled 
walnut. 


Brave Stomach 


Perhaps comparisons which seem 
so stark and upsetting to the 
stomach of a layman have been 
selected out of bravado by early 
physicians to show their scien- 
tific detachment and objectivity. 
Or possibly this was a form of 
self-punishment. Whatever the 
origin, it appears that such de- 
scriptive terms have two factors 
which make them of practical 
value. They are recognizable be- 
cause they compare to familiar 
items of the average man’s diet; 
and they are unforgettable be- 
cause of their rather bizarre re- 
lationship to the human organ 
under discussion. 


The external appearance of many 
lesions, especially that of cutaneous 
hemangiomas, has a_ supermarket 
variety of descriptions, strawberry 
nevus and port wine nevus being 
just two of them. 

Pigmented areas of the skin in 
von Recklinghausen’s disease are 
called cafe-au-lait spots. As for bev- 
erages, it is a pity that the older 
clinicians were not acquainted with 
the “Bloody .Mary” or they could 
have accurately designated hemor- 
rhagic urine as such. 

Prune juice, egg yolk, coffee 
ground, pea soup, spinach, rice wa- 
ter are just a few designations of 
various bodily evacuations which 
your clinical experience and imagi- 


Resident Physician 


i. 

] 
100 


any 
rket 
erry 


sation will recall; we will not go 
ato detail. 

Is it any wonder that a doctor, 
bove all, should not be squeamish 
«bout food? Happy is he who can 


enjoy his eggs and bacon and coffee 
as if he had never seen anything 
like that before! 

Anyone for apple jelly nodules— 
or is it noodles? 


“I have done as much to medicine,” wrote Galen, “as Trojan 
did to the Roman Empire, in making bridges and roads 
throughout Italy. It is I alone that have pointed out the true 
method of treating diseases: it must be confessed that Hip- 
pocrates had already chalked out the same road, but as the 
first discoverer, he has not gone so far as we could wish; his 
writings are defective in order, in the necessary distinctions: 
his knowledge in some subjects is not sufficiently extensive ; 
he is often obscure after the manner of the ancients, in order 
to be concise; he opened the road, I have made it passable.” 
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Thomas S. Edwards, M.D. 


F or some 7,500 physicians in the 
United States, eyes have become the 
Ophthalmology offers many dominant interest of their profes- 


sional lives. 
rewards to the specialist. According to 1956 statistics of the 


Here is a look at residency American Medical Association, there 
are 3,885 ophthalmologists practic: | 
programs and an ing in this country. They are assist- 


ed by another 3,800 doctors who 
indication of the need treat eye problems in addition to 


for more trained oculists ear, nose and throat disorders. 
Considering the importance of 
in the U. S. proper vision and the all too com- 
mon lack of it, this is a rather small 
proportion of the 200,000-plus physi- 
cians practicing in the United States. 
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To meet a growing demand for economical, safe disposables, B-D 


pit 
is introducing its line of ry products. This equipment— 


designed for one-time-use—affords ynany distinct advantages. 
off 


true disposability 7 products are limited to 
one safety greater convenience 
products are for immediate use * 
assured economy proaucte are reasonably 
priced... costly, handling is 


eliminated superior quality vroaucts offer 


guaranteed performance...complete depend- 


. ability is conferred by the rigid standards of B-D 


Control. *B-D ana vu trademarks of Becton, Dickinson and Company 


BECTON, DICKINSON AND COMPANY + RUTHERFORD, NEW sersty [(B-D] 


January 1958, Vol. 4, No. 1 103 


now...at your disposal a new line of B-D products + 
\T 
It | ph q 
| | 
p disposable equipment | 
| 


Interest 


How do eye doctors become in- 
terested in the specialty? Usually 
not because of medical school train- 
ing. I, for one, had absolutely no 
interest and little knowledge of the 
eyes when I finished our few lectures 
in medical school. (Fortunately, 
this situation has been greatly im- 
proved over the past seven years.) 

As I desired to learn more pre- 
paratory to a practice in either in- 
ternal medicine or general practice, 
I requested a period on ophthalmol- 
ogy during my internship. That de- 
cision radically changed my entire 
life from that point to the present 
time. 

I began my internship in an Army 
Hospital in July 1950. There was 
lots of work for everyone, what with 
the Korean police action. When I 
took over as assistant ward officer 
on the eye ward six months later, 
we had 125 patients in the one 
ward, mostly war casualties. 

It was there that I learned how 
intricate and interesting ophthalmol- 
ogy can be; not simply a few dull 
lectures, but a complex mixture of 
internal medicine, neurology, physics, 
and extremely delicate surgery. 

Shortly after, I decided to try for 
an ophthalmology residency; a de- 
cision I’ve never regretted. 

Since the schools do not seem to 
be encouraging many young students 
in the direction of ophthalmology, 
where do doctors acquire their in- 
terest in this specialty? 

In our hospital, among the resi- 
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dents I knew personally over a five 
year period, 11 out of 25 became 
interested because of their father’s 
practice. Ten became interested 
while in their internship and the 
other four developed their interest 
while in general practice or in the 
service. It seems from this that the 
schools aren’t exciting enough in- 
terest in ophthalmology. If they 
were, I’m sure more students would 
follow the specialty. 


Number 


How many ophthalmologists should 
there be? According to one theory. 
there should be one ophthalmologist 
for approximately 20,000 persons. 
Theoretically, this would make it 
possible to double the number of 
oculists (the terms are synonomous) 
and not overcrowd the field. 

At present there are only 165 hos- 
pitals with 570 residents in training 
to fill these vacancies. (Some 88 
percent of ophthalmology residency 
openings are filled compared to 81 
percent for all specialties.) 

Before discussing the requirements 
for a well trained eye doctor, it 
would be interesting to delve into 
the history of the American Board 
of Ophthalmology, and incidentally, 
all American Boards. 


Oldest specialty board 

In 1913 the Ophthalmological 
section of the American Medical 
Association, the American Ophthal- 
mology Society, and the American 
Academy of Ophthalmology appoint- 
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ing RESIDENT PHYSICIAN? 4 8 
If this journal reaches you at the correct address, disregard 

this notice. On the other hand, very few mailing lists are 100% re 

accurate. Residents, Interns and even Chiefs move, change “ 

hospital connections, etc. 


You can save Uncle Sam’s mailmen, your hospital and 
RESIDENT PHYSICIAN considerable expense, confusion and work tr 
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ec a committee to study the training 
of young ophthalmologists. The fol- 
lowing year this committee recom- 
mended that all physicians have at 
least two years of graduate study 
before practicing the specialty; and 
then in 1916 they founded the Amer- 
ican Board for Ophthalmic Exami- 
nations. This was the first attempt 
to recommend minimum training re- 
quirements for specialists; eight 
years later, otolaryngology organ- 
ized a corresponding board. The 
next board wasn’t organized until 
1930. 

Today, the Board gives semi- 
annual examinations to evaluate the 
competence of young doctors in per- 
forming ophthalmology and ophthal- 
mic surgery. It has elevated the 
standards of the specialty by the 
training required of physicians who 


About 


Author 


wish to qualify for examination. 
As of January 1957, 4,529 doctors 
had passed their examinations and 
became diplomates; 2,748 were still 
actively engaged in the practice. 
The requirements for the Board 
examinations have, like other board 
exams, become more difficult. In 
1914, two years of graduate study 
were recommended. Effective 1 Jan- 
uary, 1957, it became necessary to 
have three years of residency train- 
ing including a basic science course. 
This must be followed by one year 
of practice before being eligible to 
take the Board examinations. In lieu 
of this a physician could also have 
five years of practice and informal 
training in ophthalmology prior to 
the taking of the written examina- 
tion. Other prerequisites consist of 
graduation from an approved Amer- 


A native Floridian, the author attended the 
University of Florida for his premedical work 
ihe and attended Tulane University School of Medi- 
cine, graduating in 1950 with the Geiger Award 
for work in Public Health and Preventive Medi- 
cine. He interned at Brooke Army Hospital in 


San Antonio, Texas and remained in the Army four and a half 
years receiving postgraduate work at Walter Reed and Letterman 
Army Medical Centers. He served overseas as Medical Advisor 
to a Republic of Korea Army Corps for one year. After release 
from the Army, Dr. Edwards took a three-year ophthalmology 
residency from 1954 to 1957; he finished the residency in June, 
1957, receiving the Alfred H. Bond Award. After assisting one of 
the senior ophthalmologists in New York for several months he 
returned in November to his home in Florida to open his own 


office. 
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ican medical school and an intern- 
ship of not less than one year in a 
hospital approved by the Council 
on Medical Education. If a foreign 
medical school graduate, applicant 
must present credentials satisfactory 
to the Board. He also must be of 
high ethical and professional stand- 
ing and have full citizenship in the 
country where the candidate prac- 
tices (limited to the Western Hemis- 
phere, the territories, and the Philip- 
pine Republic). 


Variety 


As with most specialties, there are 
as many varieties of residency pro- 
grams as there are hospitals. Most 
of the hospitals can be divided into 
those which require a basic science 
course before you start and those 
which provide the basic lectures. 
There are full-time courses given at 
New York University, Pennsylvania, 
Harvard, Tulane, Northwestern, and 
other schools. 

These vary from five to twelve 
months in length. Possibly the best 
known and most intensive series 
of lectures are given in the Lan- 
caster Course presented by the 
Board at Colby College in Maine 
every summer for ten weeks. 

Those hospitals which don’t re- 
quire training before admission, ar- 
range basic science instruction for 
the residents. Some give lectures at 
the hospital, others send the resi- 
dents to other institutions for the 
didactic training. One famous eye 
hospital sends its first year residents 


to the nine month course at New 
York University. 

Having obtained a residency, with 
or without the basic science, what 
does the training consist of? How 
is the “scut” work divided? There 
are two methods employed here, and 
they are not determined because of 
the size of the hospital. 

First, there is the hospital that 
has the residency divided into thre». 
or four-month periods. During each 
of these periods a resident will 
spend all of his time repeating one 
or two procedures, until the last few . 
months when he is doing his major 
surgery. For example, he will start 
out doing histories and physicals 
and possibly refractions or field ex- 
aminations. In the next period he 
will probably do refractions and 
fields, then he will progress to the 
emergency or accident room. After 
this, he will receive training through 
work in the clinics, wards, and with 
private patients. 

A turn on minor surgery is fol- 
lowed by a spell of consultations 
with other services in the hospital 
(if it is a general hospital). 

Finally, he will spend his last two 
periods on major surgery doing all. 
or his proportion of all the ward 
surgery that comes into the hospi- 


tal. 
Second method 


The second residency method di- 
vides the training into yearly pro- 
grams. The work is in relation to 
the resident’s position on the resi- 
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cency ladder. The resident may do 

ymething different each morning of 
tae week but will keep the same 
program throughout the year. In 
these hospitals he may do refrac- 
tions, emergencies, field examina- 
tions, orthoptics (muscle deviations) , 
or work in surgery during the morn- 
ings of his first year in training. In 
the afternoons he might spend most 
of his time in the general eye clinics. 

The second and third years, he 
would spend his mornings similarly 
divided, except that he would be fur- 
ther up the ladder. One or two 
mornings a week he would do major 
surgery. Also, he would do refrac- 
tions, orthoptics, and possibly con- 
sultations, if it were a general hos- 
pital. In the afternoons, he would 
have clinics. 

Of course, there are as many 
modifications as there are hospitals, 
some having only one resident each 
year and others having six residents 
per year. 

The important factor here is that 
the resident does a little of each 
subdivision throughout the whole 
year while in the other method, he 
has a big dose of a subdivision and 
then may not have it anymore dur- 
ing his residency. 

This all sounds well and good but 
what are an intern’s chances of get- 
ting one of these residencies? The 
most recent statistics by the AMA 
(1955-56) confirm that year after 
year there is a gap of unfilled resi- 
dencies. Consequently, it is obvious 
thet if you look and work a little you 


Jaruary 1958, Vol. 4, No. 1 


can obtain a residency. It primarily 
takes good recommendations from 
staff doctors, preferably ophthalmol- 
ogists, where you interned or went 
to school. 

Which of these hospitals will have 
the vacancies? If you remember 
earlier I mentioned that there are 
165 hospitals with approved resi- 
dencies. That averages to four resi- 
dents. These are almost invariably 
hospitals have 10 to 18 residents, it 
is simple mathematics to see that 
most have only two or three resi- 
dents. These are almost invariably 
general hospitals which have small, 
and often very good, eye services. 
If the hospital is located where you 
want to practice it is an excellent 
way to secure your training, become 
known, and acquire your hospital 
privileges at the same time. 


Eye center 


If you should want to go to one 
of the bigger eye centers, which are 
mostly eye hospitals, it is not as 
easy. And I can vouch that it wasn’t 
easy. 

On my return from an all-expense- 
paid tour in Korea and Japan, I 
wrote letters to twelve hospitals. 
Six were already filled, some as far 
as 18 months in advance. Fortu- 
nately for me the hospital that was 
my first choice made its selections 
only six months before the residency 
started. They had found that this 
gave more doctors time in their in- 
ternship to make up their minds. 
Some of their best residents have 
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been doctors who decided late in the 
year to specialize in ophthalmology, 
or else were overseas and couldn’t 
apply earlier. After some very nice 
recommendations, I was lucky to 
secure an appointment and begin 
residency immediately after dis- 
charge from the Army. 

This is probably a good point at 
which to discuss these eye hospitals 
a little further. They are usually 
specialty hospitals, treating only eye 
or EENT diseases. Consequently, a 
resident doesn’t see the variety of 
general medical and surgical condi- 
tions that he would see in a general 
hospital. This is a definite drawback 
since you must treat or examine 
those conditions and patients who 
walk into your office in private prac- 
tice. 


Advantage 


We have diagnosed hundreds of 
cases of diabetes after retinal hem- 
orrhages had decreased their vision. 
The decrease in vision was their 
complaint so they came to an eye 
clinic. We have also diagnosed nu- 
merous brain tumors since in cer- 
tain types, tumors will interfere with 
the vision very early. 

The big advantage of the special 
hospitals is the number of patients 
that you will see in your specialty. 
At the New York Eye and Ear In- 
firmary, for example, there were 
59,136 outpatients seen in the eye 
clinics in the year 1955-56 with 
6,481 inpatients. Of these, more 
than 4,000 had surgery. At Wills 
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Eye Hospital in Philadelphia over 
the same period there were 86,247 
outpatients and 4,547 inpatients. The 
third largest was Illinois Eye and 
Ear Infirmary in Chicago where 
56,484 outpatients and 1,676 inpa- 
tients were seen. With this large 
number of patients a resident in- 
variably works hard and learns a 
lot. 

The first specialty hospital in the 
world was the London Eye Infirmary 
which was founded in the early 
1800’s. In 1816 two recent graduates 


of the College of Physicians and - 


Surgeons in New York City went to 
Europe for additional knowledge. 
They had planned only a short stop 
at the London Eye Infirmary, but 
they remained there many months. 
These two young doctors made the 
discovery that has been made by 
thousands since: They were pro- 
foundly ignorant of the surgery of 
the eye, and what they had been 
taught on that subject was of no 
value. Returning to New York in 
1818 they set up a small charity 
clinic to treat eye diseases among 
the poor. This clinic was so suc- 
cessful that in 1820 the New York 
Eye and Ear Infirmary was incor- 
porated. At present it is the oldest 
specialty hospital in the Western 
Hemisphere and the third oldest eye 
hospital in the world. From this be- 
ginning (two small rooms in 1818). 
has stemmed all the great eye hos- 
pitals in America. 

Most patients have great respect 
and even reverence for special hos- 
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k in THAN ORDINARY NONFAT MILKI 
arity Carnation Instant is a new crystal form 
nong of nonfat milk—and the first to bring Self- 
Enriched flavor and Self-Enriched nutri- . 
suc- tritional advantages to low fat diets. De- 
York licious for drinking, Carnation Instant 
enriches itself merely by the addition of 
one extra tablespoon of crystals per glass 
Idest or 44 cup extra crystals per quart. 
stern Result : “Difficult” patients stay on low fat ' 
t eye diets. They respond to a richer and more 
: palatable flavor, receive 25% more pro- 
tein with each glassful—actually 41.3 
318), grams of essential protein per quart. 
hos- CONVENIENT. And Carnation Instant is con- 
venient, too — mixes instantly and com- 
pletely even in ice-cold water—with a slight 
spect twirl. Ready to drink, immediately, in the 
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a lifesaving new weapon /a2 


Micrococcus pyogenes 
var. aureus. 
Cultures which 
resisted penicillin, 
streptomycin, 

the tetracyclines, 
erythromycin, etc., 
were destroyed by 
SPONTIN. 


What do you do for coccal infections resistant to ordinary therapy? c 
SPONTIN (Ristocetin, Abbott) provides a promising answer. t 


This newly announced antibiotic has been effective against a wide 
range of gram-positive cocci in patients for whom other antibiotics 
have failed. It has even proved lifesaving. 


In its present form, SPONTIN is given by intravenous drip. The 
medical profession will primarily reserve it for hospitalized patients ( 
gravely ill (even dying) from infections due to organisms resistant [§SPon 
to everyday drugs. subar 
You will find four unique characteristics in SPONTIN. 


A SPONTIN is not only therapeutically effective against path- 
ogenic cocci, but also provides bactericidal action at the effective 
therapeutic dosage levels. 
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B The drug has been effective against not simply strep, staph, #B™2' 


Resident Physician Janu 


= 
z 
vigy 
D 
SPON 


n 


py? 


vide 
ties 


The 
ents 
cant 


ath- 
tive 


aph, 


SPONTIN, discovered and developed by Abbott, is available at the 


No. 4 in a descriptive series on Abbott specialties 


against resistant 


coccal infections 


and pneumococci in general, but against troublesome strains that 
resist all other currently available antibiotics. 


c No natural resistance to SPONTIN was found in hundreds of 
trials of coccal strains. Moreover, deliberately induced resis- 
tance has been unusually hard to obtain. 


D SPONTIN has produced effective clinical results even against 
organisms showing relatively low 7n vitro sensitivity. 


One of the outstanding early achievements of physicians with 
SPONTIN, has been the successful short-term treatment of acute or 
subacute endocarditis. 


moment only for emergency purposes. However, if you would now 
like literature with full details on dosage, side effects, clinical studies, 
ete., simply write our Professional Services Depart- Abbott 
ment, Abbott Laboratories, North Chicago, Illinois. 
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pitals. They seem to feel that if 
anyone can cure them it will be done 
there. 


Confidence 


There are many happy and en- 
couraging moments in ophthalmol- 
ogy. I remember a 46-year-old man 
I saw last year. For five years he 
had been blind and on relief. Since 
he was a severe diabetic he had 
been told that nothing could be done 
for his far advanced cataracts. The 
surgery was relatively simple for a 
well trained ophthalmologist; how- 
ever, obtaining his confidence was 
more difficult. If he hadn’t been at 
a famous hospital, I don’t believe 
he would have consented to the 
operation. Fortunately, everything 
went well. We kept his diabetes 
under control and he now sees 20/30 
and reads the newspaper. Recently, 
I had the privilege of doing his other 
eye as my first private cataract oper- 
ation. He has a good job and Blue 
Shield and no longer can be oper- 
ated on as a clinic patient. One pa- 
tient like that can make all the 
hard work worth the time and sacri- 
fice of a residency. 

All patients are not as lucky as 
this man. According to the National 
Society for the Prevention of Blind- 
ness there are now 339,000 blind 
persons in the United States. This 
figure is being increased by 28,000 
each year. 

It is felt that with proper medi- 
cal treatment nearly 50 percent of 
these need not be blind. Thus, 
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14,000 persons go blind every year, 
unnecessarily. 


One of these 


In ophthalmology, as in all fields, 
great strides have been made over 
the years. Ophthalmia neonatoria is 
now almost extinct; in the past it 
blinded thousands of infants. Tra- 
choma, a painful, debilitating infec- 
tion, still rampant over most of the 
world, is almost extinct in most of 
the United States. I have seen but 
one acute case since I started my 


training. However, there are many .§ 


other diseases which are doing even 
more damage. Glaucoma is stealth- 
ily stealing the vision from thou- 
sands. Cataracts, iritis, retinitis, 
and a myriad of others need a great 
deal of study. If a physician could 
help to prevent any one of these, he 
would more than render his full 
share to posterity. 

Of course, there are financial com- 
pensations in ophthalmology, not to 
be overlooked by hungry, overworked 
interns and residents. According to 
most measures, ophthalmology ranks 
fourth in per doctor income with 
$30,000 to $35,000 a year. This is 
just behind radiology, neurosurgery 
and orthopedics. Actually, all the 
well trained oculists I know do 
much better than that figure. 

However, it is expensive to get 
started. Most eye men have a trained 
assistant. Also, in starting practice, 
several of us have found that it 
takes about $10,000 to set up a nice, 
not elaborate, office. 
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Locations 


Eye specialists are grouped around 
the big population centers as are 
most specialties. Earlier we men- 
tioned that a good average was one 
ophthalmologist per 20,000 popula- 
tion. It so happens that this is the 
exact ratio of New York State. 
However, New York City has about 
one per 13,000 while the rest of the 
state has one per 30,000. 

Washington State has one oculist 
per 18,000 population. You might 
guess that California with its fast 
growing population would be short 
of ophthalmologists; it has 434 for 
10.5 million people — which figures 
out to roughly 25,000 persons per 
eye specialist. 

In the New England states there 
is a greater need; Maine with one 
per 45,000, New Hampshire has one 
for 55,000 persons. 

When one looks at the rural states 
the imbalance is most glaring. In 
Alabama there is one oculist per 
118,000 people and in Arkansas 
there is one per 119,000. This is 
about ten times the need in New 
York City and five times the de- 
sired ratio. 

All this may seem to you a long 


hard road to take in order to estab- 
lish a practice in the diseases of the 
eye. Actually, it is most enjoyable 
and there is so much to learn that a 
resident doesn’t have time to realize 
how busy he is (as in most resi- 
dencies). Early in your career you 
learn how to examine the eye with 
all the various intricate and highly 
accurate devices; you learn the 
physics of light and refraction, how 
the nerve pathways course through 
the cranial cavity, and the various 
influences between the eye and the 
rest of the body, both in sickness 
and in health. (The basic science 
course is indeed necessary! ) 

After your training in both the 
medical and the surgical treatments 
of the eye and its diseases, you are 
ready. 

Although all the necessary equip- 
ment is costly, I found that every- 
one was anxious to lend me enough 
money to get started. 

Finally, after one has gone through 
all of this, the real reward comes. A 
patient leaves your office with his 
sight restored—when he feared that 
he would never see again. And at 
that time, for both of you, the grass 
couldn’t be greener. 
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Residents Are Serious People! 


U ntil a few years ago, my experi- 
ence as a medical secretary had been 
limited to private practice. I had 
always been exceptionally fortunate 
in having worked in ultra-modern 
offices. Therefore, when I started 
work in a large county hospital, I 
was amazed to see the conditions 
under which the attending staff and 
resident doctors worked. 

I can remember the first day, the 
day I reported to work at the hos- 
pital. Although early in the morn- 
ing, it was already very warm and 
promised to become sweltering by 
afternoon. I was greeted by the 
chief of radiology who, in his red 
fluoroscopy glasses, closely resem- 
bled a man from Mars. He took me 
on a brief tour of the radiology serv- 


* Registered Medical Secretary. The 
author is a secretary employed in the 
department of radiology of a large 
residency center on the West Coast. 
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ice and facilities. This completed, 
I was left to my own devices. 


Discomfort 


During my brief inspection trip. 
I had noticed little cubicles off the 
hallway. Surely these weren’t resi- 
dents’ offices? It struck me that 
even the most unskilled laborer was 
given quarters larger than these. 

Rather timidly, I peaked into one 
of the little rooms. I saw a tall 
resident sitting hunched before a 
view box, so cramped he could hard- 
ly move. The temperature in that 
tiny room must have been close to 
100 degrees. There was no window 
and no fan. Despite his evident 
concentration under conditions ol 
extreme discomfort, he heard my 
step, turned his head from the film 
he was reading and smiled broadly. 
I smiled back, sympathetically, and 
withdrew. 

Across the hall I saw an attending 
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tending 


hysician 


A bit of mild and affectionate ribbing was 
given residents by a secretary in ‘Residents 
Are the Craziest People!" (RP-June 1957). 
Another medical secretary who read the article 
asked us to set the record straight. She writes: 
"| felt that | must write about the side of 
residents | am fortunate enough to know... " 
In fairness, the editors accede herewith to 

this young lady's request for equal time. 


man reading films in a room little 
Jarger and no cooler than the one 
I had just seen. And thus it went, 
from one cage to another. 

Residents might be surprised at 
what a not too smart secretary can 
learn about them in a single day. As 
the hot day progressed, I became 
more and more impressed with the 
serious manner with which each resi- 
dent appeared to approach his work. 
From the expressions on their faces 
it was obvious that here were men 
dedicated to their profession. 

But still I couldn’t figure it out. 
There was no question in my mind 
that each must have been capable 
of working for himself, outside the 
hospital, perhaps in the same sort 
of office I had formerly been asso- 
ciated with—in private practice. 


Question 


If this was so, why were these 
men here? 
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Surely, if it was a question of 
money and plush living, they were 
in the wrong place. 

A few moments later I had my 
opportunity to ask the question. The 
gangling resident, who had been 
crowded in the little room where I 
had first seen him earlier in the 
morning, approached me in the hall- 
way. Rather abruptly I confronted 
him with my dilemma. 

“Why,” I asked him, “are you 
here?” 

He smiled. “I’m sure you under- 
stand we are here for training . . .” 

As he seemed to hesitate, I nodded. 

“I was engaged in private prac- 
tice as a general practitioner,” he 
said, “but medicine is a broad field. 
Often there were cases which I felt 
were beyond my scope; I would send 
them to a specialist whom I felt to 
be better able to handle the par- 
ticular problem than I. I didn’t 
feel adequate. So, to establish more 
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accurate diagnoses, offer better 
treatment, and devote more time to 
study, I decided to give up practice 
and return for hospital training. 
Someday, I hope I will be able to 
teach and help other doctors offer 
more efficient and better medicine 
to their patients.” 

(Here, I can’t help thinking of 
Miss X and the article she wrote, 
“Residents Are the Craziest Peo- 
ple!” The natural inclination is to 
agree with her superficially. Mone- 
tarily, residents must be “crazy.” 
But when an individual is dedicated 
to humanity and to the needs of his 
fellow men, he’s crazy in a terriffic 
sort of way.) 


Crazy, man... 


I had the occasion to ask the 
youngest resident on the service the 
same question. His reply was quite 
direct. 

“IT was in a special field,” he said. 
“T realized, however, that though I 
knew that field and knew it pretty 
well, the human body is made up of 
many parts. I just wanted to know 
all the mysteries of all the parts. 
So here I am.” 

Perhaps this resident, too, was 
“crazy.” And maybe most residents 
are. But if all are like the residents 
I have had the pleasure of working 
with, they are a good kind of crazy, 
the kind I can respect. 


Facilities 


Gradually, in the process of hos- 
pital modernization and the improve- 


ment of facilities for medical care, 
the residents, who generally take the 
shortest end of the stick, eventually 
see changes worked which benefit 
them. Thus, in the two years I have 
been working here, I’ve noted sev- 
eral improvements; new x-ray ma- 
chines, replacement of equipment 
with better equipment, and increases 
in pay. 

But I have seen no windows cut 
in the walls of the residents’ little 
rooms or no fans to cool them, no 
place for the men to hang their out- 
side clothes, no room to sit down 


and relax for a few minutes after - 


eating their lunch. And it seems 
that I am the only one who cares. 

Perhaps that’s as it should be. 

For I have listened to the laughter 
of residents, watched with interest 
their demonstrations of loyalty to 
their department and to each other. 
I have listened to their dreams and 
hopes for the future, not only for 
themselves but for all medicine. 
Yet, I have never heard a single 
gripe from these residents concern- 
ing the size or condition of his read- 
ing room or of some of the other 
facilities which could be made more 
comfortable for these men. Com- 
fort, it would seem, is not a part of 
residency. 

I am glad to say that the residents 
with whom I have had the privilege 
of working are indeed dedicated 
gentlemen, even while struggling to 
make ends meet on a minimal (that’s 
a good word; I think its definition 
is: “ridiculously small”) stipend. 
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Administered by mouth to 126 patients 
with various forms of epilepsy, many 
of whom were refractory to standard 
therapy, DiAMox gave practically com- 
plete control of seizures in 34 cases, 
90-99% reduction of seizures in an 
additional 12 cases, 50-90% in 22 cases, 
less than 50% in 58 cases. Diet was not 
restricted. In at least half of the pa- 
tients benefited, DiaMOx was used alone. 


In no cases was the condition made 
worse. No serious abnormalities of 
blood, urine or bone were observed 
during treatment, which was main- 
tained over periods from three months 
to three years. 


Measures having a beneficial influence 
on epileptic seizures often involve cer- 


“Reg. U.S. Pat. Off. 


LEDERI.E LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


ACETAZOLAMIDE LEDERLE 


tain drawbacks. In contrast, DiaMox 
is simple to administer, has a wide 
margin of safety, produces a smaller 
systemic acidosis, has an effect that is 
surprisingly well-sustained. 


A highly versatile drug, DiaMox has 
also proved singularly useful in other 
conditions, including cardiac edema, 
acute glaucoma, obesity, premenstrual 
tension, toxemias and edema of 
pregnancy. 

Supplied: Scored tablets of 250 mg., 
Syrup containing 250 mg. per 5 cc. 
teaspoonful. 

1. Lombroso, C. T., Davidson Jr., D. T., 
Grossi-Bianchi, M. 'L.: Further Evaluation of 


Acetazolamide (DiAMox) in Treatment of 
Epilepsy, J.A.M.A. 160 268-272, 1956. 
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Yet if this personal sacrifice that 
I see, this eagerness to learn, this 
complete lack of luxury and com- 
fort, this deep humility and under- 
standing of humanity makes a resi- 
dent the man he is, then as a 
medical secretary, | am happy I’m 
available to gripe for “my residents,” 
to be ready to help them when they 
need me, and to offer them the re- 


spect which is their due. I am 


proud of my association with resi- 
dent physicians, the most sacrificing 
and self-giving men I have ever 
known. 

Further, I am not ashamed to sign 
my name—which is at the beginning 
of this article. 

And if anybody has anything to 
say against residents, you better not 
generalize or you'll be hearing from 
me again. 


— 4 


MACKAY 


"Oh, Mrs. Murphy . . . your crutch!” 
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he non-narcotic analgesic with the potency of codeine 


DARVON (Dextro Propoxyphene DARVON COMPOUND (Dextro 
Hydrochloride, Lilly) is equally as Propoxyphene and Acetylsalicylic 
potent as codeine yet is much bet- Acid Compound, Lilly) combines the 
ter tolerated. Side-effects, such as antipyretic and anti-inflammatory 
nausea or constipation, are mini- benefits of ‘A.S.A. Compound’* with 
mal. You will find ‘Darvon’ helpful the analgesic properties of ‘Darvon.’ 
in any condition associated with Thus, it is useful in relieving pain as- 
pain. The usual adult dose is 32 mg. sociated with recurrent or chronic dis- 
every four hours or 65 mg. every ease, such as neuralgia, neuritis, or 
six hours as needed. Available in arthritis, as well as acute pain of trau- 
32 and 65-mg. pulvules. matic origin. The usual adult dose is 
1 or 2 pulvules every six hours as 
needed. 


*\.S.A. Compound’ (Acetylsalicylic Acid and Acetophenetidin Compound, Lilly) 
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Medical Education 


in the Veterans Administration 


For more than a decade cooperation between the 
Veterans Administration and medical schools has 
made possible top quality specialty training. Today 
there are more than 2500 residents in the VA 
hospital system, participating in 585 approved 


programs. 


The studied program of partici- 
pation in medical education by the 
Veterans Administration may prop- 
erly be dated to January 3, 1946, on 
the passage of Public Law 293, 79th 
Congress. Under its terms new life 
was given to the medical care of the 
American, veteran. This life-stream 
was established by the terms of 
reference which assured programs 
of research and education. 

The most important element in 
the advance was the enlistment of 
the cooperation of the medical 
schools under the Dean’s Commit- 
tee program. 

This unique enterprise, in which 
an Executive branch of the United 
States Government and institutions 
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of learning combined their efforts. 
was even more noteworthy in the 
fact that the working arrangements 
were by tacit agreement among men 
of good faith. No contracts have 
been required to assure mutual un- 
derstanding over the 11 years of its 
existence. 


Composition 


The Dean’s Committee is com- 
posed of the dean of the participat- 
ing medical school and the chiefs 
of the major clinical departments. 
with such representation from the 


*Chief Medical Director, Department 
of Medicine & Surgery, Veterans Ad- 
ministration, Washington, D. C. 
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laboratories and basic science as 
ma\ be desired. Substitution may 
be arranged on the nomination of 
the Dean and the Chief Medical 
Director. 

The Director of Professional Serv- 
ices of the Veterans Administration 
hospital serves as the liaison rep- 
resentative of the hospital and as 
such sits ex officio with the Dean’s 
Committee at all of its stated meet- 
ings. In many instances he acts as 
its secretary. The Manager of the 
hospital and members of the hos- 
pital staff may attend the meetings 
of the Dean’s Committee, upon the 
invitation ef its Chairman. 

This committee is primarily 
charged with the supervision of the 
educational and research programs; 
but it has a very important relation- 


ship to the quality of medical care, 
in that it is responsible for the nom- 
ination of all members of the med- 
ical staff to the Manager. The right 
of veto rests in his hands; but this 
prerogative is rarely exercised, since 
differences are usually reconciled 


in conference before such issues 
are raised. 

Through this close screening of 
staff candidates, the Dean’s Com- 
mittee exercises an extremely im- 
portant role in insuring its stability 
and strength. In most instances 
such staff members, acceptable to 
the chiefs of respective services and 
to management, are utilized not only 
within the Veterans Administration 
hospital but in the medical school 
itself for instruction. 
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Residency program 

The residency program is under 
the immediate supervision of the 
Committee. Seventy-two 
medical schools in the United States 
and Puerto Rico participate in this 
plan with 81 hospital programs un- 
der their direct supervision. All 
candidates for residency are first 
screened by the chiefs of the re- 
spective departments of the medical 
school. Indeed, the applications 
may have their origin at this point. 

Nine other Veterans Administra- 
tion hospitals with residency pro- 
grams are under the control of 
Medical Advisory Committees com- 
posed of recognized physicians of 
the community, usually detached 
from a medical center. 

Two further residency programs 
are conducted in detached Veterans 
Administration hospitals without 
non-Veterans Administration super- 
vision. Whether initiated by the 
Veterans Administration or the med- 
ical School, the nomination of resi- 
dents is eventually cleared by the 
Dean’s Committee and then recom- 
mended to the Manager through the 
Director of Professional Services. 

Mutual agreement of the corre- 
sponding Chairman of the Medical 
School Department and Chief of 
Service at the Veterans Administra- 
tion hospital is necessary to the im- 
plementation of this plan, since in 
many instances there is a cross- 
servicing of the two elements in the 
program. 

The Veterans Administration has 
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4-hour blood levels 
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in minimal injection volume 


This achievement is made possible by the unique solubility of TeTREXx (tetracycline 
phosphate complex), which permits more antibiotic to be incorporated in less volume 
of diluent. Clinical studies have shown that injections are well tolerated, with no more 
pain on injection than with previous, less concentrated formulations. 

Tetrex Intramuscular ‘250’ can be reconstituted for injection by adding 1.6 cc. of 
sterile distilled water or normal saline, to make a total injection volume of 2.0 cc. 
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plus ascorbic acid 300 mg. and magnesium chloride 46 mg. as buffering agents. 

*® of Astra Pharm. Prod. Inc. for lidocaine 
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equivalent to 250 mg. tetracycline HCI activity. Also available in 100-mg. single-dose vials. 
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welcomed the close cooperation of 
the medical faculty in its education 
program as an assurance of its 
soundness in preparing young men 
for the specialties. Members of the 
medical faculty participate as con- 
sulting and attending physicians 
within our hospital system and the 
residents in many instances are af- 
forded access to facilities of the 
medical school that would be denied 
without such an affiliation. 

The careful scrutiny of the Sur- 
vey Committees of the various spe- 
cialty boards is a further source of 
assurance of the strength of the 
given program. With or without 
suggestions from such sources the 
Veterans Administration, on the ad- 
vice of its several deans’ committees, 
is regularly assessing the strength 
and weaknesses of its educational 
effort. 


Breakdown 


Certain residencies can stand on 
their own feet. In other instances 
coordination, affiliation and integra- 
tion are measures to assure the ade- 
quacy of training to each and every 
one of the young men in this pro- 
gram. . 

Presently, there are 2,542 resi- 
dents in the Veterans Administra- 
tion hospital system, 12 percent of 
the total on duty in the United 
States. Of a total of 585 approved 
programs, approximately 30 percent 
are conducted on an integrated basis 
and some 50 percent are rounded 
through a collaborative plan; 7 per- 
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cent represent affiliations, where the 
Veterans Administration hospital 
‘itself has no approval for a given 
residency but participates through 
the approved hospital of the com- 
munity, and 13 percent are carried 
independently of any relationship 
with other hospitals. 

A total of 15 percent of all the 
residencies in psychiatry in the 
United States are in Veterans Ad- 
ministration hospitals. liberal 
viewpoint of the local situation is 
taken in recognizing the broader 


aspects of psychiatric training that HE n 
cannot be met by the patient popu- Be Yo 
lation in the Veterans Administra- 
tion system. 
ITIA 
Career residents 
terns 

Career residency training has 
been created in the Veterans Ad- ech g 
ministration to meet certain areas #Ralnin; 
of short supply of personnel. Un- Blectic 
der these circumstances the full- 
time physicians in training are af- 
forded staff salary rather than the nited 
residency stipend. There is a 

period of obligated service of two 
years after the normal residency is 9! fell 
served. Presently, there are 24] 
career residents in the fields of an- LL a 
esthesiology, neurology, pathology. 


physical medicine, psychiatry, and 
radiology. 


yet 


han 

The residency program of the F 
Veterans Administration constitutes 
one of its greatest sources of [choo 


strength. Not only is a significant 
segment of young physicians in 
graduate training for specialty prac- 
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Announcing 


The Wyeth Laboratories 
Pediatric Residency 


Fellowship Program 


HE need for increased specialization in the diseases and disorders of 
e young is widely acknowledged. In response to this need, Wyeth 
pboratories has inaugurated a program of residency assistance. 


ITIALLY, fellowship grants will be awarded annually to 20 qualified 

terns or physicians who have recently completed their internships. 
ach grant will provide $2400 yearly for two years of residency 
aining at a properly accredited hospital of the recipient’s choice. The 
lection of recipients will be based on pediatric inclination, personal 
aracter, academic competence, and financial need. Awards will be 
nited to citizens of the United States or Canada. 


AMES of the first grantees will be announced in the spring of 1958 
br fellowships taking effect on the following July 1. 


hittee, composed of distinguished physicians in active pediatric service. 
yeth Laboratories has no part in the selection of recipients. The Chair- 
ban of the Selection Committee, to whom requests for applications or 
br further information should be addressed, is Philip S. Barba, M.D.., 
hool of Medicine, University of Pennsylvania, Philadelphia 4, Pa. 
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tice contributing immeasurably to 
the medical care of the American 
veteran ; 
motive of recruitment. Approxi- 
mately 30 percent of physicians 
completing their training in the 21 
specialties continue in the medical 
program of the Veterans Adminis- 
tration. 

At first glance, this may seem a 
relatively small take; but it com- 
pares favorably with experience in 
other areas. Too frequently over- 
looked is the ultimate disposition of 
the remaining majority (70 percent) 
who cast their lot in other fields. 
This contribution of the Veterans 
Administration to the improvement 
of the medical care of the American 
public is as great as it is imponder- 
able. 


Few interns 


The Department of Medicine and 
Surgery of the Veterans Administra- 
tion has never accepted the intern- 
ship as a proper area for develop- 
ment within its hospital system. 
Less than 100 interns are currently 
serving in our hospitals. In each 
instance, an older program is rec- 
ognized and extension of the pat- 
tern is discouraged. 

Obstacles to the acceptance of 
this responsibility on the huge scale 
represented by the Veterans Ad- 
ministration system are self-appar- 
ent. The Advisory Committee on 
Education has sustained the posi- 
tion of the Department of Medi- 
cine and Surgery in this area. 
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but there is the ulterior © 


The clinical facilities of the Vet. 


erans Administration hospital sys. 
tem afford an unusual outlet for un. 
dergraduate medical education. In 
1956-57, 61 medical schools as 
signed their students to 60 Veter. 
ans Administration hospitals at 
various levels; 31 sent all of their 
students of either the third or 
fourth years to Veterans Adminis 
tration hospitals for clerkships. A 
total of 47 medical schools elect 
clerkships in internal medicine, 45 
in surgery, and 25 in psychiatry 
and neurology. Interestingly. there 
was a gain of over 1,000 clerkship: 
between the years 1954-55 and 
1956-57 (from 3,903 to 4,999). 

The basic strength of the educa- 
tion program in the Veterans Ad- 
ministration obviously resides in 
the participation of medical facul- 
ties in all phases of our endeavor: 
but as indicated, members of the 
staffs of our several hospitals par- 
ticipate actively in the curricula o! 
affliated medical schools, both with: 
in and without the hospital. This 
relationship is further fortified by 
mutual participation in researc! 
projects, since the field for the stud) 
of disease is very fertile in our far- 
flung hospitals. 


Conferences 


The detachment and isolation o! 
certain of our hospitals from ready 
contact with their professional fel: 
lows constitutes not only a serious 
handicap to the recruitment and 
maintenance of a superior medical 
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steff but a threat to their profes- 
sional advancement, unless aggres- 


sive steps be taken to meet the situ- 


ation. 

Attendance upon and _ participa- 
tion in intra- and extra-Veterans 
Administration medical conferences 
and meetings is encouraged. 

A most hopeful expedient is the 
physician-in-residence. From a care- 
fully selected panel of physicians, 
surgeons and dentists outstanding 
representatives are selected for a 
period of three to five days’ stay as 
physicians-, surgeons- or dentists-in- 
residence for the express purpose of 
conducting their professional duties 
in a peripheral Veterans Adminis- 
tration hospital as they would in 
their own hospital. 

Physicians from Veterans Admin- 
istration hospitals of the surround- 
ing area may be detailed into this 
hospital in limited numbers for the 
duration of the visitors’ tour of duty. 


aid 


The dividend has been great in the 
stimulation of professional interest 
and inquiry in our staffs. 


Emergency plan 


In an entirely different situation, 
the Dean’s Committee program of 
the Veterans Administration may 
pay unexpected dividends. With 
the background of mutual confi- 
dence, gained through more than a 
decade of cooperative effort with the 
medical schools of this country, a 
pattern of possible coordination in 
the widespread hospital system of 
the Veterans Administration is sug- 
gested in the event of a national 
emergency. A master plan for the 
utilization of the clinical facilities 
of the Veterans Administration has 
been evolved and will be developed 
at the appropriate time and occa- 
sion, upon the invitation of the 
Association of American Medical 
Colleges. 


BECAUSE 


THE NATIONAL FOUNDATION FOR INFANTILE PARALYSIS 
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Ethics stress the confidential 
nature of the physician-patient 
relationship. But is it as simple 
as that? Can the law invade this 
Privacy; can the doctor be 
made to divulge medical infor- 
mation concerning his patient? 


and the Law 


66 

W ia I may see or hear in the 
course of the treatment or even out- 
side of the treatment in regard to 
the life of man, which on no account 
one must spread abroad, I will keep 
to myself holding such things 
shameful to be spoken about.”? 

As stated in the Hippocratic 
Oath, physicians and surgeons are 
required by the ethics of their pro- 
fession to preserve the secrets of 
their patients which have been com- 
municated to them or learned from 
the inspection of symptoms and 
other bodily conditions. How far is 
this ethical requirement enforced by 
law? 


Medical Confidences 


George A. Friedman, M.D., LL.M. 


‘ 


At common law there was no 
legal check upon the revelation of 
medical secrets. Seventeen states 
still retain the common law, and in 
those states a doctor must tell all 
he knows on the witness stand, at 
all events.” 

The remaining states have adopted 
statutes which provide that unless 
the patient consents, the doctor is 
not allowed while testifying in court 
“to disclose any information which 
he acquired in attending a patient 
in a professional capacity and which 
was necessary to enable him to act 
in that capacity.”* The privilege 
of confidential communications is 4 
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testimonial statutory privilege. No 
state has made disclosure of con- 
fidence a crime, but in some the 


license to practice may be revoked. 


for this cause. 

Under the U.S. statutes four con- 
ditions must prevail before the pa- 
tient-physician privilege can be as- 
serted as a bar to disclosure in a 
legal action: (1) a licensed physi- 
cian (2) a physician-patient rela- 
tionship must exist (3) the infor- 
mation must have been acquired 
through such relationship (4) the 
communication or information must 
have been “necessary” to the treat- 
ment of the patient. The privilege 
belongs to the patient, and if the 
patient waives it the physician can 
no longer assert it. 

When all these conditions exist, 
and the privilege is not waived, the 
physician may testify only that he 
is a physician and that he treated 
patient, 


Limitations 


The privilege has been narrowly 
confined. While a few states include 
nurses and medical assistants with- 
in the privilege, the privilege has 
been held inapplicable to dentists, 


medical 


Science 


druggists, chiropractors, 
students, and Christian 
practitioners. 

In fact, in some states it is even 
questionable whether the privilege 
applies to psychiatrists or psycholo- 
gists as several statutes are express- 
ly inapplicable to the treatment of 
mental and emotional disorders. 
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Conversely, however, in an Illinois 
case the trial judge ruled that Dr. 
Grinker, a psychiatrist, was not re- 
quired to testify to matters told to 
him in professional confidence by 
his patient, even though there was 
no Illinois statute providing such a 
privilege. The court felt that great- 
er reason for the physician-patient 
privilege existed in psychiatric 
cases than in other medical cases.* 


Relationship defined 


In a New York case a physician 
was called by a hotel to attend a 
guest without the latter’s knowl- 
edge. The man said he had taken 
rat poison, but did not desire medi- 
cal attendance. He cursed the doc- 
tor and told him to leave. The doc- 
tor, however, administered a hypo- 
dermic. 

The hotel guest was held to be 
a patient, although he did not want 
to be, and the doctor was forbidden 
to tell about the poison when an 
attempt was made to show that the 
patient had forfeited his life insur- 
ance by committing suicide.® 

In a probate action contestants 
claimed testatrix did not possess 
testamentary capacity to execute a 
will. One of the witnesses who tes- 
tified to her mental capacity was a 
physician who had treated her for 
a broken hip five months prior to 
the execution of the will. 

His testimony was drawn only 
from his social contact with testa- 
trix after their professional rela- 
tionship ended. He was not her 
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regular physician, and did not at- 
tend her in a professional capacity 
during that five-month interval. The 
physician’s testimony was admissi- 
ble in the probate proceedings.® 

The professional relationship 
exists even if a person is unaware 
that he is receiving aid; as when 
he is unconscious or intoxicated, so 
long as the physician in fact ren- 
dered aid. In an Indiana case plain- 
tiff was taken to a hospital after 
being ejected from one of defend- 
ant’s railroad trains. He was placed 
in an emergency ward and prepared 
to undergo surgical treatment. 

The physician who subsequently 
operated on him was incompetent 
to testify on behalf of defendant 
that plaintiff was intoxicated. This 
was despite the fact that the doctor 
formed this opinion by observing 
plaintiff prior to notification that he 
was to perform the operation.’ 

The professional relationship does 
not arise where the physician exam- 
ines the patient with a view not to 
treatment but for some other pur- 
pose. 

In a recent California case one 
James Hession brought an action 
for personal injuries against San 
Francisco and the Western Pacific 
Railroad Company. He alleged that 
he suffered brain concussion, nerve 
root damage, and nervous shock. At 
the request of Hession’s attorneys a 
physician specializing in nervous 
and mental diseases twice gave Hes- 
sion a neurological and psychiatric 
examination. The court held that 
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the physician-patient relationship 
did not exist.® 

Four homicides were committed 
by a man who set up a defense of 
insanity. A physician appointed by 
the court to examine him testified 
that in his opinion the man was 
sane. The defendant’s contention 
that the professional opinion should 
not have been disclosed was re- 
jected: the professional relationship 
between physician and patient did 
not exist.® 


Other factors 


If a physician is called to a house 
to see one person, he can tell what 
he incidentally observed as to the 
health of other members of the 
family. 

Matters which are entirely dis- 
tinct from medical facts may be dis- 
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severe musculoskeletal pain 
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to 4 grain of codeine plus 10 grains 
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effective, well-tolerated... free of codeine’s 
side-effects, of addiction liability, 
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Philadelphia 1, Pa. 
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closed by the physician upon the 
witness stand. In an Indiana case 
a physician was called to attend a 
sick wife, and examine her husband 
at the same time. 

While leaving the house, he heard 
the husband say, “I will get her yet, 
damn her; I will get her yet.” 
Shortly afterwards the wife shot her 
husband. 

When tried for murder the wom- 
an called the doctor as a witness to 
support her story that she killed 
her husband in self-defense while he 
was approaching her with an open 
knife in his hand. The court held 
that the physician should be allowed 
to testify about threats of death 
even though he was in the house in 
the capacity of a physician.!° 

Often the illness and another fact 
are so closely connected that it is 
difficult to determine whether the in- 
formation given to the physician is 
“necessary” to the treatment. 

In a New York divorce trial a 
physician was asked to disclose a 
communication from the wife as to 
the paternity of an expected child. 
The referee excluded this communi- 
cation, because it must have been 
given as a sequel to the wife’s’ dis- 
closure of her pregnancy, which was 
clearly privileged and could not be 
repeated. 

But in a California case a doctor 
was permitted to testify that while 
he was delivering an illegitimate 
child, a certain man was present 
who admitted he was the father.” 
In one case where the physician ad- 
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mitted he could not disassociate the 
necessary from the unnecessary, the 
information was held privileged.” 

One unusual case held that privi- 
leged communications included the 
way in which the injuries occurred 
since the facts were elicited for the 
purpose of determining the patient’s 
condition. In that case the physician 
was prevented from testifying that 
the patient told him his injuries 
occurred when he fell out of bed 
rather than at work as he claimed 
at the trial. 

Furthermore, the physician was. 
not allowed to testify that the pa- 
tient refused to consent to an opera- 
tion to mend his broken arm, but 
requested the doctor to amputate 
instead so that he might obtain 
greater compensation for his in- 
jury. 


Waiver 


A Mr. Terier fell from the steps 
of his house and struck his shoulder. 
He was treated for the injury by 
Dr. Dare. Terier thereupon sued 
Dare for malpractice for improper 
treatment of a dislocated shoulder. 

At the trial the court excluded 
the physician’s evidence that he had 
treated plaintiff for a considerable 
time before the injury for a chronic 
infectious disease; that it was the 
physician’s theory that the shoulder 
was not dislocated, but bruised; 
that infection from the contagious 
disease attacked the shoulder joint 
following the bruise, and that he 
treated plaintiff accordingly and 


Resident Physician 


ig 
4 
] 


fe the 


y, the 
privi- 
d the effective ulcer therapy 
urred 
or the 
tient’s 
sician h 
> that with few side effects 
juries 
f bed 
aimed 
| ‘Was 
e pa Effects of anticholinergic drugs on peptic ulcer’ 
»pera- Atropine AnticholinergicA Anticholinergic B PATHILON 
Daily Dose 1.6 mg. 400 mg. 
but No. patients and 37 
yutate length of follow-up 11 mo. 13 mo. 
»btain Results: 
. Good to excellent 74% 
Ss I- Fair to poor 49% 26% 
Recurrences: 
None 
Few 
Same 
Complications: 
steps 
ulder. Perforation 
Obstruction 
ry by Surgery needed 
sued Side effects: 
Oral 38% 
oper Visual 11% 
ulder Sphincter 11% 

Available in three forms: tablets of lain (Pink) or with 
luded phenobarbital, 15 mg. (Blue), and 80 cc. ampuls, 
e had Dosage: 1 or 2 tablets before each meal and at bedtime. 

Parenterally, 10 to 20 mg. every 6 hours. 
rable Also available: PATHIBAMATE** Meprobamate with PATHILON LEDERte, 

ic for gastrointestinal disorders and their “emotional overlay.” 

irons 1. After Cayer, D.: Prolonged anticholinergic —as 

s the duodenal ulcer, Am. ‘J. Digest. Dis. 1:301 (July) 
Reg. U.S. Pat. Of. Trademark 
ulder 
; 

in anticholinergic therapy... 

weigh the benefits 

Joint against the side effects 


dil hyl Iodide LEDERLE 


at he 
and > LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMIO COMPANY, PEARL RIVER, NEW YORK 


—_— January 1958, Vol. 4, No. 1 137 


the path to 
gee: | 


fully informed him of his condition. 

The appellate court held that al- 
though the nature of the disease for 
which defendant treated plaintiff 
was a privileged communication, the 
privilege was waived by the patient 
by the institution of the malpractice 
action. It was evident to the upper 
court that the defendant could not 
show by experts to what extent the 
condition of plaintiff might be due 
to a chronic disease unless he was 
able to show what the disease was. 
The defendant was permitted to 
show any facts he knew bearing on 
the present condition of plaintiff.1® 

In a case where a husband sued 
a physician for performing an abor- 
tion on his wife, seriously injuring 
her health, the wife refused to waive 
the privilege. The court held that 
the physician could testify to the 
facts to prevent injustice from be- 
ing done.¢ 


Patient has say 


_ The privilege belongs to the pa- 
tient, and if he does not claim it, 
it is waived. It may not be used to 
protect the physician or a third 
party. 

In a New York case plaintiff sued 
a health resort hotel for placing him 
in a room with a tubercular person 
causing him to contract the disease. 
With the consent of the tubercular 
roommate plaintiff sought to exam- 
ine physician of the tubercular per- 
son on the witness stand, and re- 
quire defendant 
medical record of the tubercular 
person. 

Defendant objected on the grounds 
that this would involve disclosure 
of privileged communications be- 
tween physician and patient. The 
court held that where the patient 
waives his right to secrecy, the 
physician or third person cannot 
object.17 

In most jurisdictions the privilege 
of secrecy may be waived by the 
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patient’s personal representative 
after the patient’s death. And in 
criminal cases the weight of author- 
ity supports the view that the de- 
fendant cannot object to the testi- 
mony of the physician of the vic- 
tim. 

Provisions for waiver of the privi- 
lege contained in many insurance 
policies are valid and binding upon 
those claiming any interest in the 
policy in most jurisdictions.*® 


Third party 

Mary E. Lamere applied for life 
insurance to the Prudential Life In- 
surance Company. Dr. Zeh exam- 
ined her in the interest of the Pru- 
dential and recommended that her 
application for insurance be re- 
jected. Mrs. Lamere then success- 
fully applied to the Germania Life 
Insurance Company. 

In a suit on the policy, defendant 
Germania Life Insurance Company 
attempted to interrogate Dr. Zeh to 
show the state of health of Mrs. 
Lamere. The appellate court held 
that he was a competent witness 
since the information he was asked 
to give was not acquired by him 
while attending a patient. The ob- 
ject of the examination was not 
treatment, but to acquire informa- 
tion for the benefit of the company, 
albeit a different company from the 
one on trial. 

Had Dr. Zeh gone further and 
treated Mrs. Lamere all the infor- 
mation already received would have 
been privileged. 
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The law is clear with respect to 
physicians hired by a third party. 
If the purpose of the examination 


.is to gain information for the hir- 


ing party, the information thus 
gained is not confidential. But if, 
for example, a business company’s 
physician treats an employee for 
injuries sustained during the em- 
ployment, a confidential relationship 
between doctor and patient arises 
and the patient is protected by the 
privilege. 


Duty 

The doctor is under a legal duty 
to disclose certain information to 
the proper authorities, regardless 
of his ethical duty of nondisclosure. 

Communicable diseases must be 
reported to public health authori- 
ties. In many states the physician 
is required to report various other 
maladies which while serious and 
dangerous to the persons afflicted 
are not necessarily dangerous to the 
public at large. Cerebral palsy, in- 
fants’ eye diseases, premature births, 
congenital defects, blindness, epi- 
lepsy, drug addicts and malignant 
tumors are some instances. 

The physician who fails to make 
reports required by law may sub- 
ject himself to criminal prosecution, 
the penalty of which, if he is found 
guilty, is fine or imprisonment or 
both. 

One physician was fined by the 
court for his failure to report to the 
police a prostitute afflicted with a 
venereal disease. In addition, he 
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was deprived of his license to prac- 
tice by the Board of Medical Exam- 
iners of his state.’° 

Another physician attempted to 
excuse his delinquence in filing a 
report about a consumptive patient 
by claiming the physician- patient 
privilege. The court held that the 
privilege did not apply in such 
cases, and the doctor was fined.?° 


Citizen 


The physician, as a citizen, has 
a duty to report any information 
concerning a crime of which he has 
knowledge. In addition, in many 
states the physician is required to 
report all cases of bullet or knife 
wounds to the police. 

The conflict of loyalties is often 
perplexing to the doctor. Dillinger, 
while Public Enemy No. 1, was flee- 
ing from prison. He went to Doctor 
C. E. May of Minnesota to be treat- 
ed for gunshot wounds incurred 
during his escape. Dr. May placed 
his ethical duty higher than his 
legal duty and did not disclose his 
ministrations to the police. He was 
consequently imprisoned for two 
years and fined $1000 for harboring 
a fugitive wanted under a federal 
warrant.”! 

In a New York case defendant 
was charged with shooting a woman 
with intent to kill. She did not die. 
The court admitted the testimony 
of the doctor who extracted the bul- 
let from her body, although there 
was no evidence that the woman 
waived her privilege. 
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The court noted the New York 
Penal Law requiring a physician to 
report all cases of bullet wounds to 
the police. It said further that the 
disclosure was not one which would 
subject the woman to prosecution, 
damage her reputation, or injure 
her feelings.?? 

Only a few states have statutes 
requiring a physician to report cases 
of criminal abortion to the police. 
Once the victim of the abortion is 
dead, however, the privilege does 
not operate to protect the defendant 
in a criminal action. In an Iowa 
case defendant was prosecuted for 
performing an abortion which re- 
sulted in death. The physician who 
treated the woman after the abor- 
tion was permitted to testify.?° 

It follows that the physician who 
is required by law to disclose con- 
fidential information is not liable in 
a civil suit by the patient on that 
disclosure. 


Civil liability 


No state has made disclosure of 
the intimate secrets of a patient a 
crime. While in some states the 
physician’s license may be suspend- 
ed or revoked upon these grounds,” 
no case has been found in which 
this has happened. In California 
the Board of Medical Examiners 
attempted to revoke the license of 
a physician for disclosing informa- 
tion about his patients in letters to 
his girl friend. The California 
Medical Practice Act declares that 
“unprofessional conduct” means 
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“willful betraying of a professional 
secret.” The court held that “the 
act was never designed or intended 
to seal the lips of a physician against 
any and all disclosures, irrespective 
of their harmless character. . . .”?5 

No statute requires the physician 
to pay damages to his patient for 
disclosure of confidential informa- 
tion. In fact, apart from a libel 
action, in which truth is a complete 
defense, the law affords little pro- 
tection to a patient for disclosure 
of confidential information. For the 
most part, the patient’s confidences 
are protected against disclosure out- 
side the courtroom by the code of 
professional ethics rather than law. 

The physician is protected from 
liability to a patient for damages 
resulting from disclosures when he 
testifies under legal compulsion in 
a civil suit. A physician, under 
threat of a contempt citation, testi- 
fied against his patient in an insur- 
ance suit. He was sued by the pa- 
tient for loss of insurance benefits. 
The physician was held justified in 
giving the information.?® 

In one case the court gratuitously 
asserted, without finding it neces- 
sary to so hold, that a patient could 
maintain an action against a physi- 
cian for wrongfully divulging con- 
fidential communications. The legal 
basis for this, the judge claimed, 
was that for so palpable a wrong, 
the law provides a remedy.?? 

But only two cases have arisen 
which indicate that civil actions can 
be maintained against physicians 


for disclosures outside the court 
room. Both these cases arose in 
states with statutory prohibitions 
against such disclosure. 


Unwanted guest 


In the case of Simonsen v. Swen- 
son,?® a guest of a small hotel in a 
Nebraska town consulted a doctor 
who diagnosed his ailment as syphi- 
lis. He told the patient of the dan- 
ger of communication and got his 
promise to leave the hotel the next 
day. On that day the doctor made 
a professional call on the owner of 
the hotel, and on finding that the 
patient had not moved out he 
warned the owner that the man had 
a “contagious disease.” 

The patient was forced to leave 
the hotel. He received a negative 
result in a Wassermann test made 
by another physician and sued the 
first doctor for disclosing medical 
secrets. The court, while assuming 
such an action would constitute a 
breach of professional conduct 
under the statute, held that in this 
case the circumstances warranted 
the disclosure. 

In the second case the defendant 
Blaisdell was the superintendent of 
one of the state’s mental hospitals. 
The Mental Hygiene Law of New 
York makes all case records of the 
hospital confidential and privileged 
except in specified circumstances. 
Plaintiff alleged defendant breached 
this law when, by letter addressed 
to another defendant, Carp, he en- 
closed plaintiff's hospital record. 


Resident Physician 


= 

A 

4 

0 

144 

a 


Announcing... a new useful dosage form 


court 
se in 
itions 


at 
= & 


, Wyeth 


Swen- 
lina 
doctor 
sy phi- 
dan- 
ot his 
> next 
made 
ner of 


Especially coated, easy to swallow 

at the Tranquilizer-conscious patients will not recognize new yellow tablets 
It he Different from regular 400-mg. and 200-mg. tablets 

in had Same indications, same dosage as original EQUANIL 


ber NOW YOU HAVE A CHOICE OF 3 EQUANIL TABLETS 
gative 
made 
the 
edical 
uming 
tute a 
nduct 
n this 
ranted 


=ndant 
ent of 
pitals. 
f New 
of the 
rileged 
ances. 
>ached 
ressed 
he en- 
-ecord. 


ysician 


of Lquanil 
* 
Philadelphia 1, Pa. 
Meprobamatel 
| 
| 
200 me. 400 mg. 
Distinctive, shield-shaped, \ Regular, scored, white | 
scored tablets for fine desage tablets, bottles of 50. 


The court held there was cause for 
action.?° 

In states not having a statute pro- 
hibiting disclosure, no case has been 
found which was actionable con- 
cerning a breach of the implied 
condition of secrecy between physi- 
cian and patient. 


The law on the subject is far 
from clear. Except in legal pro- 
ceedings the strongest protection of 
a patient’s confidence is medical 
ethics. Disclosure or non-disclosure 
is decided by the individual physi- 
cian—but what he discloses he does 
at his own peril. 
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Licensure for 


Foreign Graduates 


In Tennessee, Texas, Utah, 


Vermont, Virginia and Washington 


TENNESSEE 


All applicants for a license to 
practice medicine in Tennessee are 
required to be graduates of medical 
schools approved by the Council on 
Medical Education and Hospitals of 
the American Medical Association. 

Full citizenship is required of all 
applicants. All applicants from 
foreign approved medical schools are 
required to take the State Board 
examination. 

For further information write to: 
Dr. H. W. Qualls, Secretary, 1635 
Exchange Building, Memphis 3, 
Tennessee. 


TEXAS 


In the State of Texas, an applicant 
for a medical license must be a 
graduate of an English-speaking 
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school after the year 1939. 

Texas makes no citizenship or U.S. 
hospital training requirement. 

For further information write to: 
Dr. M. H. Crabb, Secretary, 1714 
Medical Arts Building, Fort Worth 


2, Texas. 


UTAH 


The State of Utah does not accept 
graduates of any foreign medical 
schools other than Canadian schools. 


VERMONT 


Vermont does not accept graduates 
of foreign medical schools. 


VIRGINIA 
The State of Virginia maintains a 
list of “approved” foreign medical 
schools; graduates of these schools 
are accepted for licensure. 
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Graduates of medical schools on 
the accepted list are admitted on the 
same basis as approved medical 
shools in the U.S. A one year in- 
tenship is required. 

Graduates of schools not on the 
accepted list who have the required 
length of study and diploma required 
for practice in the country of gradu- 
ation, and two years of internship in 
the U.S. (within the last five years 
prior to application), or one year of 
study in an approved medical 
school in lieu of one year of 
internship. may be considered for 
examination. 

Non-citizens must sign declaration 
of intention to become a citizen. 

Graduates of foreign medical 
schools are not licensed by reci- 
procity. 

For further information write to: 


OB Board Exam 


Dr. K. D. Graves, Secretary, 631 
First St., S.W., Roanoke, Virginia. 


_ (Address correspondence to Board of 


Medical Examiners. ) 


WASHINGTON 


Washington does not require citi- 
zenship of its applicants for a med- 
ical license. 

It limits its applications to grad- 
uates of foreign medical schools 
approved by the American Medical 
Association. One year of an accred- 
ited internship is required of all 
applicants. 

Reciprocity is given only to grad- 
uates of approved foreign medical 
schools. 

For further information write to: 
Mr. Thomas A. Carter, Secretary, 
Capitol Building, Olympia, Washing- 
ton. 


The next scheduled examinations (Part II), oral and clinical 
for all candidates will be held at the Edgewater Beach Hotel, 
Chicago, Illinois, by the entire Board from May 7-17, 1958. 
Formal notice of the exact time of each candidate’s examina- 
tion will be sent him in advance of the examination dates. 
Candidates who participated in the Part I examinations will 
be notified of their eligibility for the Part II examinations as 


soon as possible. 
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Answers to some questions on Cervilaxin 
Q. What is Cervilaxin? 
A. Cervilaxin is a new, highly purified form of relaxin, a hormone normally produced at term. 
Q. When is it indicated? d 
A. Cervilaxin is of value in frank labor with slow cervical dilatation, and, with oxytocin, 
for induction of labor and uterine dysfunction. 
Q. What are its advantages? 


A. Cervilaxin eases and shortens labor (see Fig. 1): less pain, less trauma, less need 
for intervention. It lessens danger of fetal damage (brain injury). 


Cervilaxin makes oxytocin safer since there is less likelihood of uterine rupture 

or other adverse effects. 

A. Cervilaxin softens the cervix so that it offers less resistance to passage of the fetus; 
dilatation is facilitated. 

Q. Is Cervilaxin recommended for controlling premature labor? 


A. No. In massive doses Cervilaxin may retard uterine contractions and premature 
birth, but this effect is not evident in the smaller doses recommended a 


Q. Is Cervilaxin indicated only in primiparas? 
A. No, Cervilaxin has been used with good results in primiparas, and in multiparas 


with a history of previous difficult labor. 

Q. Does Cervilaxin interfere with necessary uterine contractions during labor? 
abor [& 4: No. In recommended dosage there is no interference with well established, regular 

and normal physiological functions before, during, or after delivery. 

Q. What effect does Cervilaxin have on other drugs given during delivery? 

A. Cervilaxin does not interfere with the action of any of the drugs commonly 

employed before, during, or after delivery. 

Q. What side effects have been observed? 

A. To date, none. 

Q. How is Cervilaxin administered? 

A. By intravenous drip. 

Q. What is the dose? 


A. Cervilaxin is supplied in 2 ml. vials containing 20 mg./ml. Usually this one dose is 
sufficient. Complete dosage and administration instructions are in the package literature. 


Fig. 1. Time in labor —Oxytocin vs. Cervilaxin plus Oxytocin 
PRIMIPARAS MULTIPARAS 
Cervical dilatation (cm.) 3 
(at time of 
Cervilaxin | | 
infusion) 4 


Oxytocin Cervilaxin + Oxytocin 


HOURS IN LABOR 


1 


|.Adapced from Bimberg, C. H. and Abitbol, M. M.: Refined Relaxin and Length of Labor, Obst. & Gynec., in press. 
2. Eisen berg, L.: Facilitation of Full-Term Labor with Relaxin, in press. 
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WASHINGTON REPORT 


Government medical service 


Current news items of special interest to residents, 
interns and reserve medical officers, as reported 
directly to your journal by the Army, Air Force, Navy, 


Public Health Service and Veterans Administration. 


Army 


SENIOR STUDENTS .. . Appoint- 
ments as second lieutenants in the 
Medical Service Corps, Army Re- 
serve, are available to a_ limited 
number of senior medical students 
matriculated in medical schools in 
the continental United States and 
the Commonwealth of Puerto Rico, 
approved by the Council on Medical 
Education and Hospitals of the 
American Medical Association. Stu- 
dents commissioned under this pro- 
gram may continue their studiés in 
their own medical schools while re- 
ceiving full active duty pay and al- 
lowances until completion of the 
academic requirements for their 
medical degree, or until completion 
of the academic year in which en- 
rolled when commissioned. Pay- 
ment of tuition and other incidental 
fees remains a responsibility of the 
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individual concerned. Students re- 
ceiving veterans’ educational bene- 
fits under provision of any law may 
continue to receive all such benefits 
other than the subsistence allow- 
ance. 

Each applicant selected for par- 
ticipation in the program will be re- 
quired to agree to participate in the 
National Intern Matching Program; 
accept appointment as first lieu- 
tenant in the Medical Corps, Army 
Reserve, upon graduation; and serve 
three years on active duty immedi- 
ately following his internship in 
either an Army or civilian hospital. 
The three years pay back time in- 
cludes the obligated time under the 
Universal Military Training and 
Service Act, if applicable. 

Participants who are not matched 
for an Army internship will be re- 
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leased from active duty for one year 
to allow them to complete a civilian 
internship. They will then be re- 
called to active duty for three years 
at the end of that 12-month period. 

Necessary application forms and 
instructions may be obtained by 
writing to the Army Medical Serv- 
ice Personnel Procurement Office in 
your Army area, or direct to The 
Surgeon General, Department of the 
Army, Washington 25, D. C.. At- 
tention: MEDCM-OP. 


INTERN PROGRAM... [he 
Army Intern Program is designed 
to meet all requirements of the 
Council on Medical Education and 
Hospitals of the American Medical 
Association. Hospitals engaged in 
this training are carefully selected 
and staffed to offer well-planned and 
well-executed professional programs 
under the direction of military and 
civilian physicians possessing out- 
standing professional and teaching 
qualifications. The program utilizes 
fully equipped modern laboratories 
and medical, surgical, and ‘adio- 
logical facilities. These teaching 
hospitals provide an abundant and 
varied flow of clinical material per- 
mitting excellent professional oppor- 
tunities; they are located as indi- 
cated below: 
Brooke Army Hospital, 
San Antonio, Texas 
Fitzsimons Army Hospital, 
Denver, Colorado 
Letterman Army Hospital, 
San Francisco, California 
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Madigan Army Hospital, 
Tacoma, Washington 

Tripler Army Hospital, 
Honolulu, Oahu, Territory 
Hawaii 

Valley Forge Army Hospital, 
Phoenixville, Pennsylvania 

Walter Reed Army Hospital, 
Washington, D. C. 

William Beaumont Army Hospital, 
El Paso, Texas 

U. S. Army Hospital, 

Fort Benning (Columbus), Ga. 

The Surgeon General offers 164 
internships in the above named hos- 
pitals to selected senior students of 
medical schools approved by the 
American Medical Association. 
Upon graduation, selected appli- 
cants are commissioned as first lieu- 
tenants, Medical Corps, Army Re- 
serve, and called to active duty for 
assignments of one year rotating in- 
ternships in Army hospitals begin- 
ning 1 July each year. 

Army interns receive the pay and 
allowances of their commissioned 
grade. In addition, interns are au- 
thorized a uniform allowance of $300 
for those not previously commis- 
sioned; travel expenses for them- 
selves and dependents are provided 
to and from the interns’ Army hos- 
pital assignment; household effects 
may be shipped at Government ex- 
pense to and from duty stations for 
interns with dependents. 

For the internship year, there is 
no requirement for further service; 
however, those individuals who are 
liable for military service under 
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present selective service criteria will 
be required to serve that obligation 
upon completion of their Army in- 
ternship. During or upon comple- 
tion of internship Medical Corps of- 
ficers may submit applications for 
commissions in the Medical Corps, 
Regular Army, and residency train- 
ing. 

Complete information and appli- 
cation forms may be obtained from 


the Army Medical Service person- 
nel procurement officers located at 
headquarters of the appropriate 
Army area, or by writing to The 
Surgeon General, Department of the 
Army, Washington 25, D. C., ATTN: 
MEDCM-OP. Selection and _ notifi- 
cation will be made-in accordance 
with the agreement established be- 
tween The Surgeon General and the 
National Intern Matching Program. 


RESIDENCIES OPEN .. . Resi- 
dency positions are available in 
otolaryngology, pathology, general 
practice, preventive medicine and 
public health, occupational medi- 
cine, and physical medicine and re- 


Berry Plan 


habilitation under this year’s Berry 
Plan. Interns interested in obtain- 
ing one of these residencies should 
write: Dr. Frank B. Berry, Health 
and Medical, Department of De- 
fense, Washington 25, D. C. 


FIRST TEACHING HOSPITAL .. 
The Air Force recently dedicated 
the new Lackland Air Force Hos- 
pital at San Antonio, Texas; it is 
the Air Force’s first teaching -hos- 
pital. 

The completed unit of the hos- 
pital is a 500-bed, 9-story structure. 
When the second unit is completed, 
in 1960 according to present plans, 
the hospital will have a capacity of 
1,000 beds. 

Lackland has full accreditation 
of the American Medical Associa- 


Air Force 


tion’s Council on Medical Education 
and Hospitals; is affiliated with the 
University of Texas-Medical Branch. 
The new hospital will serve as the 
Air Force medical center for South- 
western United States. 

Lackland offers 24 AMA-ap- 
proved, rotating internships; ap- 
proved residency training is offered 
in general surgery, orthopedic sur- 
gery, radiology, internal medicine. 
anesthesiology, general practice, 
and in process of approval, pedi- 
atrics, effective 1 July 1958. 
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in technics of. desiccation, fulguration and coagulation. Many physi- 
cians would no more try to make-do with one HYFRECATOR than they 
would have just one room with an examination table in it—the answer 
is a HYFRECATOR in every treatment and examination room. One clinic 
recently wrote they have 50 HYFRECATORS in daily use. HYFRECATORS 
are sold by all reputable surgical supply dealers. 


FREE 32 PAGE BOOKLET SYMPOSIUM ON ELECTRO-DESICCATION AND 
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When finally completed the Hos- 
pital will have teaching and confer- 
ence rooms outfitted with a closed 
circuit television receiver connected 
with cameras in the obstetric, oper- 
ating, and autopsy section. This 
closed circuit television system will 
be used to permit hospital person- 
nel to observe treatment of patients 
pertaining to their specialties. It 
will also have a heliport on top of 
the planned addition; a 248 - seat 
auditorium with 16mm and 35 mm 
movie projectors; an area to accom- 
modate some 30 wheel chair pa- 
tients; a histo-pathology section; a 
neuro-psychiatric ward with a com- 
plete occupational therapy section. 


DEDICATORY REMARKS . 
The following remarks of interest to 
residents and interns are excerpted 
from the address of Major General 
Dan C. Ogle, Surgeon General, 
USAF, at the dedication of the new 
Lackland Air Force Hospital: 
“This new hospital that we dedi- 
cate today is a great teaching hos- 
pital. In addition to providing first 


This is the way Lack. 
land Air Force Hos. 
pital, the first USAF 
teaching hospital, 
will look upon com. 


pletion. As an Air 
== fie. Force Specialty Cen. 
Bier ter, the 1,000-bed 
installation provides 
Sie 24 internships, and 


i 


residencies in 7 spe. 
cialties. 


class medical care for the military 
community, this hospital will be 
utilized for years to come as one 
of the principal teaching institution: 
for medical officers and health spe. 
cialists who serve the Air Force. 

“The growth of the great bodyé 
of medical knowledge and the re. 
quirement for higher levels of medi: 
cal education and detailed knowl. 
edge in so many clinical specialties 
make it necessary that physician 
and others engaged in the health 
sciences be given frequent and 
stimulating opportunities to improve 
their knowledge and their skill 
They need the teaching atmosphere 
of institutions such as this, as well 
as experience in hospital practice 
to provide the intellectual stimuls- 
tion necessary for continual ac 
quisition of new knowledge and un} 
derstanding, for no physician’s edu 
cation is ever completed. Stagne 
tion here, like stagnant water. 
breeds the vectors of health failure. 

“It is our ambition in the Ai 
Force that our community hospitals 
scattered throughout the world eae 
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become in some measure an educa- 
tional institution in which medical 
oficers will have an opportunity of 
practicing their profession, and 
where they will enjoy an_inter- 
change of ideas between themselves 
and civilian specialist consultants 
of the community in which they are 
located. Only by such means can 
we maintain the high standards of 
medical care deserved by those in 
uniform, and only through con- 
tinual education and training can 
we be assured of being profession- 
ally prepared for the exacting de- 
mand of national defense. 


Education and training 


“Perhaps you have heard military 
men speak of education and train- 
ing. These two terms are names of 
related programs. Training is the 
development or the perfection of 
skills and techniques, while educa- 
tion is the acquisition of new knowl- 
edge. We must not consider educa- 
tion and training solely from the 
standpoint of that which is _pre- 
scribed for academic recognition but 
rather as that which fits us for 
progressive and productive service. 
It is true that we need the tools of 
knowledge and procedures, if we 
would continue to build during the 
years following medical school. 
However, what we need more than 
the sheepskins of graduation and 
certification is the desire and the 
ability to contribute effectively 


throughout a lifetime of progressive 


service. We continue to grow in 
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stature as physicians or specialists 
in health fields with the growth of 
our fund of knowledge in science 
and technology only if this knowl- 
edge is translated into service and 
the practice of sound medicine. 
There is a compelling need for the 
desire to grow during our produc- 
tive years—and the desire to know 
more and to contribute more just 
for the personal satisfaction of posi- 
tive accomplishment as_ distinct 
from mere recognition of academic 
attainment. 

“And what is the genesis of this 
need to know more and do better 
on our part?—Fundamentally, it is 
our awareness that there are men, 
women, and children who need the 
best of medical care—and in the 
military service, it is even more; 
it is the need of engineers who must 
create weapons and munitions oper- 
able within the limits of human tol- 
erance; it is the need of men who 
must survive the strange environ- 
ments of modern combat; it is the 
need of our country which cannot 
long endure unless each citizen be- 
comes fully worthy of his hire. 


Hard work 


“Doctor Detlev W. Bronk, presi- 
dent of the National Academy of 
Sciences, in an article in the April 
1957 Air Force Magazine, while 
speaking of education and the utili- 
zation of scientific manpower said 
the following: 

‘If we are going to utilize our 
scientific manpower better we must 
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somehow revive the realization in 
our population that there is a joy 
and a great zest in hard work. Our 
nation became great because men 
had work they wanted to do with 
devotion. Unless we can recapture 
that love of hard work, we will uti- 
lize our manpower badly.’ 

“He was not preaching drudgery 
or such devotion to duty that enjoy- 
able wholesome recreations are 
missed. Hard work should never be 
allowed to shut out the tempering 
and sustaining qualities of recrea- 
tion and a sense of humor. In con- 
templating the idea of hard work, 
I ran across an anonymous quota- 
tion which may express the experi- 
ence of many of us: 

‘I have met but few people in my 
time who were enthusiastic about 
hard work, and it was just my luck 
that all of them happened to be men 
I was working for at the time.’ 

“In the “practice of medicine to- 
day, the physician needs more help 
than he recognized the need of 
twenty years ago. So many of the 
obtuse complaints, illnesses and in- 
juries that the doctor sees in his 
office today point up his personal 
and his office limitations in arriving 
at a satisfactory diagnosis or a 
course of treatment. He is limited 
in the evaluation of his therapy un- 
less highly technical laboratory as- 
sistance is available to perform es- 
sential tests. A working knowledge 
of the complicated biochemistry of 
sugar, albumin, globulin, the conju- 
gated proteins, cholesterol, sodium, 


potassium, calcium, and all of the 
large family of steroids, hormones, 
vitamins, and enzymes has become a 
necessity for today’s sophisticated 
practice of medicine. Not only does 
the clinician recognize this need, 
but an increasingly educated public 
demands more scientific medical at- 
tention than that furnished by the 
triad of the Empirics. But let me 
hasten to add that this triad of 
chance observation, preceptorship. 
and comparative analogy has sup- 
ported medicine for more than two 
thousand years, and probably still 
accounts for much more medical 
care available to the civilized world 
than does the science of Ivory Tow- 
ers, and I would be the last to advo- 
cate that this art of medicine be 
discredited. 


Victory 

“T do advocate, however, that it is 
the duty of all men and women in 
health fields to become more knowl- 
edgeable in the science of medicine 
and health maintenance, for good 
health, good nutrition, good living 
conditions, and good minds provide 
the greatest resources of this coun- 
try and the greatest hope for world 
peace. 

“In contemplating peace, there 
seems to be a relationship between 
war and disease. War is a form of 
a_ political-economic-social disease 
which like the maladies of the flesh 
can be avoided by continuous health 
precautions. Our ambitions and 
methods of attaining victory over 
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THROMBOSIS AND PULMONARY EMBOLISM 


Modern way to combat 
the fourth largest cause 


of hospital fatalities 


The case for T.E.D. elastic 
stockings as an improved, low- 
cost method of leg compression 


Doctors who recognize com- 
pression as a preventive 
measure for Thrombo-Em- 
bolic Disease have usually 
depended upon elastic 
bandages. Now, however, 
there is an easier, more effec- 
tive way: T.E.D. Elastic Stock- 
ings, developed for routine 
hospital use by Baver & 
Black. The T.E.D. stocking can 
be applied even by an un- 
skilled nurse's aid with the 
certainty it will provide posi- 


tive, even pressure. 

Fatalities down, costsdown 
In tests conducted at Massa- 
chusetts Memorial Hospitals, 
the use of T.E.D. Elastic Stock- 
ings as standard procedure 
reduced the expected inci- 
dence of fatal pulmonary 
embolism by as much as 
65%.’ Yet the cost of the 
stocking is less than that of 
two 4-inch elastic bandages. 
Isn't this safe, simple solution 
worth investigating further? 


MAIL COUPON FOR FULL REPOR 


Baver & Black Research Laboratories 

Dept. RP-1, 309 W. Jackson Bivd. 

Chicago 6, lil. 

Please send complete literature on the new | 

compression prophyloxis using T.E.D. Elastic 
kings. 

Name 


Address 


A to B indicates 
common origin sites of 
Thrombo-Embolic Disease 
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ELASTIC STOCKINGS 
(SAUER BLACK) 


Division of The Kendall Company 
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disease are very much like our am- 
bitions to attain victory over. war 
itself. However, neither victory can 
be attained by wish fulfillnient, but 
only by a constructive alliance be- 
tween men of good will whose faith 
and trust in themselves, their coun- 
try, and their God stimulate them 
to work and wisdom instead of in- 
activity, futility or complacency. 
“Medical science has attained 
many victories over diseases. We see 
little smallpox, typhoid, yellow-jack, 
plague, or typhus. We are reducing 
the incidence of polio and influenza; 
tuberculosis is gradually coming un- 
der control; soon we may be able to 
say the same thing of cancer, heart 
disease, arthritis, and many of the 
others. But it can never be said of 
these diseases that they have been 
conquered except by great expendi- 
tures of money, time, effort, indus- 
try, education, dedication and tire- 
less work. Like war itself, the dis- 
eases we have apparently conquered 
are lying dormant, ever ready to 
strike back at a relaxed or careless 
world that neglects attention to the 
continuing tasks of control. 


Teaching and stimulation 


“There is a need fo: all physicians 
whether they be in the military 
service or in civilian life to be in 
frequent contact with a teaching at- 
mosphere. Experience is a great 
teacher, but the science of medicine 
is too large for one man’s experience 
to keep him at the peak of pro- 
fessional competence. The mutually 


teaching atmosphere of hospitals 
such as this must be distributed a; 
best we can to all our hospitals, both 
large and small. This is easier in 


the military services since our opera-[ 
tional policies provide that physi- 


cians move about at various inter. 
vals throughout their military life. 
Our career control management dis. 
allows that a man responsible for 
clinical care of patients stagnate in 


some circumscribed area out of con- 
tact with the progressive stimulation } 


of continuing medical education. 
“The needs of medical education 
that I have discussed here are in 
the minds of medical educators 
everywhere. The American Medical 


Association’s Council on Medical | 
Education briefly defines postgradu- | 


ate education as ‘those educational 
activities engaged in by persons pos- 
sessing a degree of Doctor of Medi- 
cine, which are primarily designed 
to keep them abreast of their own 
particular field in medicine. These 


activities concern basic medical edu- | 


cation as well as new developments. 

Referring to the new hospital, 
General Ogle said: 

“This community of San Antonio 
is a growing center of clinical and 
military medical education. The 
Brooke Army Hospital, the Army 
Medical Field Service School. the 
Air Force School of Aviation Medi- 
cine. this teaching hospital here at 
Lackland, and the growing clinical 
capacity of your medical socicties 
and hospitals all point in this 
direction. 
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“During the process of selecting 
site for the new School of Aviation 
edicine, a heavily weighted factor 
rved to keep San Antonio from a 
sition of unquestioned first choice. 
‘e believed, and still believe, that 
ir new School and research labora- 
bries should be in the neighborhood 
f a first class medical school, that 
uch could be gained by association 
tween two such teaching and re- 
arch institutions. There was no 
edical school here, but San An- 
mio was finally selected because 
f many overriding advantages and 
ecause we had faith that this city 


would one day have its own medical 
school. I hope it will come in the 
near future. It is a community and 
hational need that should not be 
denied. 

“Today I have discussed the fu- 
ture of this hospital in terms of its 
leavening influence in the fields of 
continuing medical education and 
training for the Air Force Medical 
Service. To that end, and to the pri- 
mary mission of furnishing a high 
level medical and hospital service 
to the military community, this new 
Lackland Air Force Hospital is 
hereby dedicated.” 
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while the patient sleeps 


agoral 


vanilla-flavored laxative 


Dosage: One tablespoonful at bedtime 


WARNER-CHILCOTT 


What’s the 


Doctor’s Name? 


by James F. Gallagher 


H. was born December 14, 1503. 
in San Remy, France, where he was 
christened Michel. His 
and paternal grandfathers were phy- 
sicians; one was physician to Rene. 
King of Jerusalem and Sicily, the 
other to Rene’s son, Jean, Duke of 
Calabria. Both tutored him. Their 
teaching and his interest soon car- 
ried him to knowledge far beyond 
his years. 

He entered the University of 
Avignon where he was put in charge 
of the astronomy class as a student: 
teacher; a traditional honor for 2 
brilliant scholar. Later, he enrolled 
at the Faculte de Medicin in Mont- 
pellier, the most famous university 
for scientific study in France at the 
time. Shortly after, a plague broke 
out forcing the university to close. 

As a medical student he fought 
the plague so successfully for four 
years that when he returned to 
school to take his exams, student 
demanded him for their teacher. 
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Passing his orals and defending 
his thesis he was formally invested 
in the brotherhood of Hippocrates 
as a Doctor of Medicine, October 
3, 1529. 

For many years he engaged in 
a wandering practice that followed 
a pattern of need and invitation. He 
vas much honored in the districts 
there he labored, the universities 
here he had taught, and at the 
Court of France where he was often 


He published a book of prophe- 
ies in rhyme, Centuries, (1555) in 
hich, under the guise of symbols, 
he contending powers of Europe 
enact destiny. Here, the author 
summarized the developments of the 


next four centuries. 

He also wrote almanacs which 
were so much in demand that they 
were pirated by others and bogus 
ones were issued under his name. 

However, the single book, Cen- 
turies, aroused great interest; it 
gained him many friends and per- 
haps as many foes. The book has 
been reprinted again and again, and 
each time it appears, the author is 
either damned as a charlatan or 
praised as a prophet. 

It had a large publishing revival 
during World War II with the same 
reaction. 

Can you name this doctor who 
died July 2, 1566, without turning 
to page 178? 


hen anxiety and tension “erupts” in the G. t. tract... 


N DUODENAL ULCER 


Meprobamate with PATHILON® Lederle 


mbines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
pe “emotional overlay” of gastric ulcer — without fear of barbiturate loginess, hangover or 
tituation . .. with PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
id high effectiveness in the treatment of many G.I. disorders. 


owge: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. 
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Mediquiz 


1. Papilledema is most apt to occur 
with coma due to: (A) morphine in- 
toxication; (B) carbon monoxide 
poisoning ; (fara hematoma ; 
(D) acute yelllow atrophy of the 
liver. 


2. The drug of choice in treatment 
of ventricular tachycardia is: (A 
quinidine; (B) digitoxin; (C) dig- 
oxin; (D) methacholine (mecho- 
lyl). 


3. Recurrences of active rheumatic 
fever are best prevented by: ( 
tonsillectomy; ( diazine ; 
(C) cortisone; acetylsalicylic 
acid. 


4. The cardiac output is increased 
in: (A) arteriosclerotic heart disease ; 
(B) myxedema; (Cyanemia; (D) 
hypertensive vascular disease. 


164 


Questions are from a civil service 
examination given to candidates for 
physician appointments in municipal 
government. 


Answers on page 170. 


5. Diagnosis of anginal syndrome is 
best made by: (A)yhistory; (B) 
electrocardiogram; (C) fluoroscopy; 
(D) physical examination. 


6. A 50-year-old man with proven 
pneumococcal pneumonia had a 
good initial response to penicillin 
therapy but, four weeks after onset 
of pneumonia, a segment of the in- 
volved lobe remains consolidated 
and some fever and cough persist. 
Of the following, the course of ac- 
tion which should be followed is to: 
(A) give patient a course of aureo- 
mycin; (B) test pneumococci from 


patient to see if they are resistant 
to penicillin; pa- 
tient; (D) prescribe bed rest with 
periodic x-ray examinations since 


this probably is a slowly resolving 
pneumonia. 


7. A 40-year-old colored male enters 
the hospital complaining of fever, 
malaise, weakness, abdominal dis 
tension, watery non-foul diarrhea 
and weight loss for four months. 
Examination reveals dehydration, 
disorientation, slight nuchal rigidity, 
lungs clear to auscultation and per- 
cussion, and a sense of nodulation 
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effective, selective therapy 


for functional and organic disorders 


CANTIL relieves pain, cramps, bloating... 
curbs diarrhea...restores normal tone and 
motility. Selective action focused on the colon 
avoids widespread interference with normal 
autonomic function...minimizes urinary re- 
tention, mouth dryness, blurring of vision. 


HOW CANTIL IS PRESCRIBED One or two tablets 
three times a day preferably with meals, and one or 
two tablets at bedtime for patients with ulcerative 
colitis, irritable colon, mucous colitis, spastic colitis, 
diverticulitis, diverticulosis, rectospasm, diarrhea fol- 
lowing G.I. surgery, bacillary and parasitic disorders, 


CANTIL—TWO FORMS CANTIL (plain)—25 mg. of 
CANTIL in each scored tablet—bottles of 100. CANTIL 
with Phenobarbital—25 mg. of CANTIL and 16 mg. 
of phenobarbital (warning: may be habit forming) 
in each scored tablet—bottles of 100. 


CANTIL is the only brand of N-methyl-3-piperidyl- 
diphenylglycolate methobromide. 


For more detailed information, request Brochure 
No. NDA 16, Lakeside Laboratories, Milwaukee 1, 


Wisconsin, 
LAKESIDE 
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with some tenderness within the en- 
tire abdominal cavity. White blood 
count is normal. Hemoglobin is 11 
gm. per 100 cc. Chest film reveals 
punctate nodulation in both lung 
fields. After rehydration has been 
carried out, the one of the following 


which should not be done is: (A) | 


spinal tap; (B)\surgical explora- 
tion of the abdomen; (C) urine cul- 
ture; (D) placement of patient on 
streptomycin. 


8. A food handler is found to have 
cysts of Endamoeba histolytica in 
‘the stool but is asymptomatic. This 
food handler should: (A) nevergbe 
employed as a food handler; ( e 
treated with emetine and then re- 
employed; (C) be observed and 
treated only if symptoms develop; 
treated with amebicidal 
drugs by mouth and then re- 
employed if the stools are negative. 


9. A patient consumed a mixture of 
raw beef and pork. A year later he 
had convulsions. X-ray showed calci- 
fied shadows (1-2 cm long) in the 
muscles. The patient most likely 


had: (A) multiple hydatid cysts; 
(B)  trichinosis; 


(Taenia solium); (D) the larval 
stage of the beef tapeworm. 


10. One of the following worms 
which is endemic in the United 
States is: (/ Y}tlsmenslni nana; 
(B) Schistos6ma mansoni; (C) 


Ancylostoma duodenale; (D) Clo- 


norchis sinensis. 
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SUPERIOR 
TOLERANCE 
“Of the 75 patients receiving 
iron [MOL-IRON] therapy, 


fonly] one was forced to stop 
treatment...” 


(Am. J. Obst. & Gynec. 62:947, 
Nov. 1951) 


OUTSTANDING 
EFFECTIVENESS 


“We have never had other 
iron salts so efficacious .. .” 


(Am. J. Obst. & Gynec. §7:541, 
Mar. 1949) 


RAPID 
RESPONSE 
“, .. produced a substantially 
more rapid therapeutic re- 
sponse than ferrous sulfate...” 


(Bull. Margaret Hague Mat. Hosp. 
1:68, Sept. 1948) 


these are the hallmarks of 


(Molybdenized Ferrous Sulfate) 


and it costs no more 
than ordinary 
iron preparations 


The outstanding therapeutic 
advantages of Mol-Iron have 
been established by more 
published clinical reports!-“ 
during the past ten years, 
than are available for any 
other iron preparation. 


Complete bibliography available on 
request. 
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there is a specific 


(MOLYBDENIZED FERROUS SULFATE) 


preparation 
to fit each patient’s need 


For simple iron-deficiency anemia— 


MOL-IRON TABLETS/LIQUID 


bottles of 100 bottles of 12 fl. oz. 


Each tablet or teaspoonful of liquid contains ferrous sulfate, 195 mg. (3 gr.), 
and molybdenum oxide, 3 mg. 


DOSAGE: Adults —2 tablets or 2 teaspoonfuls of liquid t.i.d.; children— 
1 tablet t.i.d. or 14 to 1 teaspoonful t.i.d. 


For protection against iron deficiency during infancy — 


MOL-IRON DROPS: sei tolerated, highly palatable 


bottles of 15 cc. and 50 cc. with calibrated dropper 
Each ce. contains 125 mg. (2 gr.) ferrous sulfate and 2 mg. molybdenum oxide. 


DOSAGE: Children up to 6 years—0.3 cc.; over 6 years—0.6 cc. daily. 


For iron-deficiency anemias complicated by impaired absorption of iron— ; 


MOL-IRON c VIT. C TABLETS 


bottles of 100 
Each tablet equals one Mol-Iron tablet plus 75 mg. ascorbic acid. 


DOSAGE: As required —1 or 2 tablets t.i.d. 


For best results — 
choose the right iron 


White Laboratories, Inc., Kenilworth, New Jersey 
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11. Measles occur only occasionally 
in the adult population because: 
(A) the control of measles has be- 
come so effective that it is a rapidly 
disappearing disease in all age 
groups; (B)Xone attack of measles 
produces a life long immunity and 
the disease is sufficiently prevalent 
to result in almost universal_infec- 
tion during childhood; (C)_hor- 
monal changes associated with 
adolescence produce a high degree 
of nen-specific immunity effective 
against measles, as well as the other 
so-called communicable diseases of 
childhood; (D) exposure to measles 
rarely occurs after school days. 


12. The highest yield of tubercu- 


losis cases will be found by the 
routine x-ray examination of: (A) 
admissions to general hospitals; 
(B) school children; ( adult 
familial contacts of known’ cases; 
(D) industrial workers. 


13. The proper interpretation of a 
positive reaction to a tuberculin test 
is that the person is: (A) suffering 


bacillus; (C) susceptible to in. 
vasion by the tubercle bacillus; (D) 
sensitive to tuberculo-protein by vir- 
tue of previous or present infection 
with tubercle bacillus. 


int 


14. Syphilis may be communicable: 


when anxiety and tension “erupts” in the G. |. tract... 


ILEITIS 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of ileitis — without fear of barbiturate loginess, hangover ot 
habituation... with PATHILON (25 mg.)the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 
Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. 


PATHIBAMATE 


“Trademark © Registered Trademark for Tridihexethyl lodide Lederle 
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Meprobamate with PATHILON® Lederle 


Supplied: Bottles of 100, 1,000. 
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intibiotics for severe, fulminating infections 


Signemycin Intravenous 


Terramycin Intravenous 
icable: Tetracyn Intravenous 
offer you a choice of 
proven broad-spectrum 
effectiveness against a 
wide variety of infec- 
tions due to most strains 
of gram-positive and 
gram-negative bacteria, 
rickettsiae, certain 
large viruses and pro- 
tozoa. 

Matromycin Intravenous 
lifesaving therapy in 
virulent staphylococcal 
infections and super- 
infections — including 
those strains resistant to 
many currently used 
antibiotics. 


Signemyci —Terramyciti Tetracyti Matromycin 


ederle OLEANDOMYCIN BRAND OF BRAND OF 
TETRACYCLINE OXYTETRACYCLINE TETRACYCLINE OLEANDOMYCIN 


lntravenous Intravenous Intravenous Intravenous 


yw toxicity Supplied: Supplied: Supplied: Supplied: 
‘ dry powder, vials dry powder, vials of dry powder, vials of dry powder, vials of 
of 250 mg. (olean- 250 mg. and 500 mg.; | 250 mg. and 500 mg.;_ 500 mg. 
domycin 83 mg., tetra- buffered with buffered with 
cycline 167 mg.), and ascorbic acid. ascorbic acid. 
NEW YORK 500 mg. (oleando- 
mycin 166 mg., tetra- 
cycline 334 mg.) ; Prizer 
nysician buffered with Division, Chas. Pfizer & Co., Inc. 
i ascorbic acid. 


Brooklyn 6, N. Y. 
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(A) up to four years after acquiring 
the disease (except that women dur- 
ing the child bearing period may 
transmit infection in uterine life to 
children for longer periods of time) ; 
(B) only while the primary lesion 
is visible; (C)}Wrom the appearance 
of the primary lesion until the dis- 
appearance of the secondary lesion; 
(D) only while one or another of 
the serological tests for syphilis is 
positive. 


15. A World War II veteran who 
was healthy except for attacks of 
malaria, dysentery, and scrub typhus 
in the South Pacific develops gen- 


eral malaise and loses weight several 
months after returning home. He 
starts to expectorate 4 to 8 ounces 
of reddish-brown sputum which: js 
liquid and odorless. Dullness is 
found at the base of the right lung. 
The diagnosis suggested is: (A) 
pulmonary infarct; (B) abscess of 
the lung due to dysentery bacillus; 
(C)Namebic abscess of the liver; 
(D) ‘rickettsial pneumonia. 


“MEDIQUIZ” ANSWERS 


1(C), 2(A), 3(B), 4(C), 5(A), 
6(C), 7(B), 8(D), 9(C), 10(A), 
11(B), 12(C), 13(D), 14(A), 
15 (C). 


athlete’s fog 


* fast relief from itchi 
* prompt antimycotic 
continuing prophyla 


DESE 


For most effective and convenient therapy and continuing prophylaxis, use 


Desenex as follows: 


POWDER 


At NIGHT the Ointment (zincundecate)—1 oz. tubes and 1 |b. jars. 

During the DAY the Powder (zincundecate)—1% oz. and 1 |b. containers. 

After every FOOT BATH the Solution (undecylenic acid)—2 fl. oz. and 
1 pt. bottles. Use only when skin is unbroken. 


In otomycosis Desenex solution or ointment 


Write for free sample supply to Professional Service Department. 
Maltbie Laboratories Division, Wallace & Tiernan, Inc., Belleville 9, N. J. 


PO-72 
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HOMES AND OFFICES FOR RENT 


FOR RENT—Cranford, New Jersey: 3 office 
suites in new medical- surgical building; op- 
portunity for ENT, Pediatrician, Obstetri- 
cian; growing wealthy metropolitan com- 
munity; hospital facilities available. Call or 
Dr. Neil Castaldo, Medical-Sur 
Building re Walnut Ave., Cranford, 
Jersey, Br 6-0009 


FOR satt—tenigged offices of deceased 
general practitioner; rare opportunity to 
acquire lucrative practice in a_ thriving 
community. Living quarters available if de- 
sired. Contact Mrs. G. Wallen, 217 East 
Pine Avenue, Wildwood, New Jersey. 


THREE NEW OFFICES FOR RENT: Light and 
heat included; rent is $50.00 each per month 
for 2 large ones and $25.00 for the small 
one. L. E. Fritz, Wadsworth, Illinois. 


FOR RENT—2 and 4 room suites in New Medi- 

cal center; located in fastest growing area 
in Chicago, Northwest; new 326 bed hospi- 
tal being constructed; excellent location for 
specialists in all fields. Call: VA 4-4919 or 
write John W. Davis, DDS, Medical Arts 
Building, Des Plaines, Illinois. 


MEDICAL BOOKS 


USED MEDICAL BOOKS Bought and Sold. 
egg hand book list available. Send 10c. 

Miss Frances Freedman, Book Dealer, Liter- 
ary Agent, 524 East 82nd St., New York City, 
Butterfield 3 hi Shop open Tuesdays 6:30 
P.M.—9.00 P.M 


FOR SALE 


PHILIPS METALIX 50 KVP Contact X-Ray - 
a. excellent condition; price 
$1,000. Wm. Arbonies, M.D., 130 North Vir- 
Qinia, “Reno, Nevada. 


PRINTING and RECORDS 


Printing , Patients’ Records, 
Bookkeeping Systems & Files. 


PROFESSIONAL PRINTING CO., IN 
NEW HYDE PARK, N.Y 


for habit-induced 


hyperacidity 


refreshingly flavored 


GELUSIL 


antacid adsorbent 


w fast, lasting relief 
no acid rebound 

nonconstipating 

contains no laxative 


WARNER-CHILCOTT 


5(A), 
10(A), 
| 
HISTACOUNT. 
an 
hysician January 1958, Vol. 4, No. 1 
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WHAT’S THE DOCTOR’S NAME? 
(from page 163) 


The doctor was Nostradamus. 


VIEWBOX DIAGNOSIS 
(from page 15) 
Sarcoid 


Note large nodes in the para- 
hilar 


lesions in the fingers. 


regions with  sarcoid 


RESIDENT RELAXER 
(puzzle on page 21) 
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